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Abstract 
Objective: The study aimed to investigate the suitability of the Brief Assessment Checklist 
for Adolescents (BAC-A) as a mental health screening tool for Looked-after adolescents 
compared to the Strengths and Difficulties Questionnaire (SDQ).  
Design: The study was a mixed methods design incorporating quantitative and qualitative 
data. Data was gathered via: Online survey, telephone interviews with foster carers, and focus 
groups with mental health professionals.  
Participants: A volunteer sample of foster carers (N = 111) completed an online survey after 
which eight foster carers volunteered to participate in qualitative interviews. In addition, two 
focus groups were conducted with mental health practitioners from Child and Adolescent 
Mental Health Services in the South of England (N = 9).  
Results: The findings of a correlational analysis confirmed predicted associations between 
BAC-A and SDQ scores. Multiple regression analyses suggested BAC-A Total score was 
significantly predicted by SDQ Total and subscales Emotional and Conduct Difficulties. The 
BAC-A evidenced good internal reliability (α = .89) however analyses suggested some 
instability across SDQ subscales (range .89 to .66). Exploration of BAC-A internal structure 
yielded inconclusive results which may have been due to sample size limitations. Qualitative 
analyses suggested the BAC-A is relevant for Looked-after adolescents but participants 
raised concerns about item wording and measure specificity. 
Conclusions: The results provided evidence of scale validity and internal reliability and 
suggested the BAC-A may be valuable when screening for externalising attachment 
behaviours. Further investigation with a larger sample is required before conclusions can be 
made regarding the BAC-A’s internal structure. The BAC-A is relevant to Looked-after 
adolescents and may raise the profile of trauma amongst professionals. However limitations 
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of scope and wording suggest it would be most valuable when used in conjunction with 
existing measures of general psychopathology. 
Keywords 
Looked-after, adolescents, developmental trauma, assessment 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Page 4 of 209 
 
Acknowledgements 
 
 
This work is dedicated to my wonderful husband Steve. For as long as I have known you, you 
have tirelessly and selflessly encouraged me to pursue my dreams; this achievement would 
not have been possible without you. 
 
Thank you to my parents and ‘rent-a-mob’ family who have been an endless source of 
strength, encouragement, inspiration and laughter over the last three years.  
 
Thank you to my supervisors Mary, Sue, and Dawn for your support, reassurance, and 
encouragement. 
 
Thank you to the inspiring foster carers and clinicians who gave their time to the 
development of this research. 
 
Finally, to Cat, over this stress- and success-filled whirlwind you have become a very 
treasured friend. Your strength and determination despite real heartache and challenge has 
been an inspiration to me.   
 
 
 
 
 
 
 
 
 
 
 
 
 
Page 5 of 209 
 
Contents 
 
Major Empirical Paper………………………………………………..……………………….6 
 Abstract……………………………………………………………………….…….…7 
 Introduction……………………………………………………………………..….….9 
 Method…………………………………………………………………..………..…..13 
 Results…………………………………………………………………….………….19 
 Discussion……………………………………………………………..……………..55 
 References……………………………………………………………..……………..63 
 List of Appendices…………………………………………………………..………..75 
Major Research Project Proposal……………………………………………….…………..139 
Background and Theoretical Rationale…………………………….………………139 
Research Questions…………………………………………………………………141 
Method………………………………………………………………………………141 
Ethical Considerations…………………………………………….………………..148 
References…………………………………………………………….…………….152 
Systematic Literature Review………………………………………………………………154 
Abstract…………………………………………………………….……………….155 
Introduction………………………………………………………….……………..158 
Method………………………………………………………………..…………….161 
Results………………………………………………………………………………163 
Discussion…………………………………………………………………………..188 
References…………………………………………………………………………..195 
Summary of Clinical Experience………………………………………………...…………205 
Table of Assessments Completed During Training……………………………...…………208 
 
Page 6 of 209 
 
 
 
 
 
 
 
 
 
 
The Assessment of Mental Health in Looked-After Adolescents: An Exploratory Study 
of the Utility of the Brief Assessment Checklist for Adolescents 
 
 
Word Count: 9833 
 
 
Statement of Journal Choice 
This empirical paper has been written and formatted for publication in the journal ‘Clinical 
Child Psychology and Psychiatry’. This journal was selected because it is clinician focused 
and publishes articles relating to theory and practice in the field of child and adolescent 
psychology and psychiatry. The current study is well-suited to this journal due its relevance 
for both practitioners and researchers interested in the field of developmental trauma and the 
assessment of Looked-after young people. Finally this journal was selected for publication 
because the systematic review which formed the theoretical evidence base for the current 
study, was published in the same journal in 2016.  
Page 7 of 209 
 
Abstract 
Objective: The study aimed to investigate the suitability of the Brief Assessment Checklist 
for Adolescents (BAC-A) as a mental health screening tool for Looked-after adolescents 
compared to the Strengths and Difficulties Questionnaire (SDQ).  
Design: The study was a mixed methods design incorporating quantitative and qualitative 
data. Data was gathered via: Online survey, telephone interviews with foster carers, and focus 
groups with mental health professionals.  
Participants: A volunteer sample of foster carers (N = 111) completed an online survey after 
which eight foster carers volunteered to participate in qualitative interviews. In addition, two 
focus groups were conducted with mental health practitioners from Child and Adolescent 
Mental Health Services in the South of England (N = 9).  
Results: The findings of a correlational analysis confirmed predicted associations between 
BAC-A and SDQ scores. Multiple regression analyses suggested BAC-A Total score was 
significantly predicted by SDQ Total and subscales Emotional and Conduct Difficulties. The 
BAC-A evidenced good internal reliability (α = .89) however analyses suggested some 
instability across SDQ subscales (range .89 to .66). Exploration of BAC-A internal structure 
yielded inconclusive results which may have been due to sample size limitations. Qualitative 
analyses suggested the BAC-A is relevant for Looked-after adolescents but participants 
raised concerns about item wording and measure specificity. 
Conclusions: The results provided evidence of scale validity and internal reliability and 
suggested the BAC-A may be valuable when screening for externalising attachment 
behaviours. Further investigation with a larger sample is required before conclusions can be 
made regarding the BAC-A’s internal structure. The BAC-A is relevant to Looked-after 
adolescents and may raise the profile of trauma amongst professionals. However limitations 
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of scope and wording suggest it would be most valuable when used in conjunction with 
existing measures of general psychopathology. 
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Introduction 
Almost two thirds of Looked-After children (LAC) enter care following exposure to 
interpersonal abuse or neglect (DoE, 2014). Such experiences can lead to a high degree of 
mental health complexity (D’Andrea, Stolback, Ford, Spinazzola, & van der Kolk, 2012) 
which traditional diagnostic systems have struggled to categorise (DeJong, 2010). As such, 
comprehensive mental health assessments of LAC are challenging because standardised 
assessment tools often do not differentiate between developmental stages, are diagnosis-
specific, or were designed for other clinical populations. Therefore, this study aimed to 
investigate the structure and utility of a new attachment-based mental health screening tool 
for Looked-After adolescents (LAA), the Brief Assessment Checklist for Adolescents (BAC-
A; Tarren-Sweeney, 2013c). 
The mental health of LAC  
Childhood exposure to interpersonal abuse and victimisation is associated with both acute 
and chronic difficulties spanning multiple functional domains including emotional, 
behavioural, (Tarren-Sweeney, 2013a), cognitive, and interpersonal (D’Andrea et al., 2012). 
The LAC population present with particularly high levels of mental health need, often up to 
five times higher than the general population (Ford et al., 2007; Meltzer, Corbin, Gatward, 
Goodman, & Ford, 2003). Adolescents in out-of-home care are among the most vulnerable, 
owing to the cumulative effect of multiple traumas on symptom complexity (Hodges et al., 
2013) which increases the risk of placement breakdown (Leathers, 2006). Moreover as abuse 
history and time in care are predictive of higher mental health service use (Shin, 2005), the 
accurate assessment of LAA is a vital part of future mental health care provision.  
Assessment of LAC mental health 
The assessment of LAC presents a challenge for mental health services (Tomlinson & 
Philpot, 2008). Instead of meeting criterion for single disorders, LAC symptom profiles 
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typically depict complexity and elevation spanning multiple diagnostic domains (Tarren-
Sweeney, 2013a). Consequently LAC often receive multiple co-morbid diagnoses (Copeland 
et al., 2007; Spinazzola et al., 2005), fail to meet clinical thresholds (DeJong, 2010), or 
present behaviour which falls outside diagnostic categories (Iwaniec, 2006). The traditional 
conceptualisation of trauma psychopathology, Post-Traumatic Stress Disorder (PTSD), has 
been criticised for failing to discriminate between single-event and multiple-event trauma at 
definition (van der Kolk, 2005) and for a limited symptom profile, which inadequately 
accounts for the pervasive difficulties observed in child victims of interpersonal trauma 
(Cook et al., 2005; DeJong, 2010; Streeck-Fisher & van der Kolk, 2005).  Moreover PTSD is 
not the primary or most common diagnosis among children who have experienced trauma 
(Ackerman, Newton, McPherson, Jones, & Dykman, 1998; Copeland et al., 2007) despite 
such children being in receipt of trauma-related interventions (Pynoos et al., 2008).  
In response, van der Kolk (2005) proposed a developmental and attachment-based 
framework, 'Developmental Trauma Disorder' (DTD), to account for these emotional and 
behavioural complexities. As this debate is relatively new, there is a paucity of assessment 
tools which reflect these ideas, and as such studies have mirrored many of the theorectical 
criticisms through poorly defined instances of trauma and abuse within study demographics 
(Denton, Frogley, Jackson, John, & Querstret, 2016). Instead, the majority of tools currently 
used with LAC are diagnosis-specific, cross-developmental or take a broad perspective on 
psychopathology such as the Strengths and Difficulties Questionnaire (SDQ; Goodman, 
1997).  
Assessment tools for LAC 
The SDQ is the most common mental health screening tool for LAC. It has a strong 
psychometric evidence base (Goodman, 2001; Goodman, Ford, Simmons, Gatward, & 
Meltzer, 1999) and has been used for compulsory monitoring of LAC since 2008 (DfES, 
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2007). The SDQ has received some support as a screening tool for LAC (Richards, Wood, & 
Ruiz-Calzada, 2006; Marquis, & Flynn, 2009; Whyte, & Campbell, 2006) however studies 
are limited and frequently fail to compare the SDQ to other standardised measures. Goodman 
and Goodman (2012) suggested the SDQ provides a meaningful score for predicting mental 
health prevalence in LAC. However there is evidence to suggest that the Emotional 
Difficulties subscale may be unstable in LAC (Quinton & Murray, 2002) with low predicted 
prevalence of emotional ‘caseness’ (Mount, Lister, & Bennun, 2004) and conduct subscale 
scores potentially overshadowing the identification of more severe emotional 
psychopathology including panic disorders and eating disorders (Goodman, Ford, Corbin, & 
Melzter, 2004). A recent literature review identified a new set of assessment checklists 
developed specifically for Looked-After and Adopted children (Denton et al., 2016). The 
Assessment Checklist for Children (ACC; Tarren-Sweeney, 2007) seeks to assess the range 
of mental health difficulties presented by children in the care system, including those not 
adequately accounted for by current standardised assessment tools such as attachment and 
relational difficulties, sexualised behaviour, and anxiety and dissociative trauma responses. 
The full comprehensive checklists include versions for children up to 11 years (ACC) and for 
adolescents (ACA; Tarren-Sweeney, 2013b) as well as two brief 20-item versions for both 
age groups (Tarren-Sweeney, 2013c). The Brief Assessment Checklist for Adolescents 
(BAC-A), derived from the ACA, is a brief mental health screen for adolescents aged 12 to 
17 years in this population. At development the BAC-A evidenced good internal consistency 
however internal structure was not explored. Tarren-Sweeney argued that because of its 
comparable screening accuracy and brevity the BAC-A could be used as stand-alone mental 
health screening tool. Direct comparisons between the SDQ and the BAC-A were not 
reported and therefore conclusions about the value of the BAC-A as a replacement tool are 
limited.  
Page 12 of 209 
 
This study addresses a previously unexplored area of the literature and affords an 
opportunity to respond to criticisms in the literature of poor demographic data provision 
(Denton et al., 2016). Consequently the study aims were i) to determine whether the BAC-A 
is a suitable mental health screening tool for LAA, ii) to investigate whether the BAC-A 
could replace the SDQ as a mental health screening tool for LAA, and iii) to investigate aims 
i and ii in the context of clear, detailed demographic data. In conjunction with the study 
design, research questions (and hypotheses) were developed for both quantitative and 
qualitative methodologies (Table 1):  
 
Table 1. Research questions and hypotheses for both quantitative and qualitative 
methodological approaches. 
Quantitative Methodology - Research Question & Hypotheses 
1. What is the utility and validity of the BAC-A as a screening tool for LAA in 
comparison with the SDQ when completed by a sample of Foster and Kinship 
Carers? 
A. There is a positive correlation between BAC-A total score and SDQ 
Total Difficulties score and subscales. 
B. The SDQ total difficulties score and subscales significantly 
contribute to variation in BAC-A total.  
C. The internal reliability of the BAC-A is comparable with that stated 
at its development and that of the SDQ. 
D. The BAC-A has a reliable internal structure. 
E. The BAC-A will score at least comparably with the SDQ on 
questions of its utility and relevance. 
Qualitative Methodology - Research Question 
2. How do clinicians and foster carers view the BAC-A in terms of its utility 
as a mental health screening tool? 
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Method 
Methodological approach 
The study comprised a mixed methods approach which sought to take an ‘equal-status’ 
(Johnson, Onwuegbuzie, & Turner, 2007) stance between the paradigms of quantitative and 
qualitative research. As defined by Johnson et al. elements of both approaches were 
combined during design, data collection, and analysis in order to gain a breadth of rich data to 
provide meaningful answers to the research questions. 
Design. The study was a mixed methods design incorporating quantitative and qualitative 
data. In order to investigate research question 1 and associated hypotheses, quantitative data 
was gathered via online survey; in contrast, research question 2 was investigated through 
qualitative data analysis from telephone interviews and focus groups. The study formed part 
of a larger project comprising two procedural branches co-ordinated by two Trainee 
Psychologists (Appendix A). The project aimed to evaluate the two developmental versions 
of a brief mental health screening tool for LAC. The present study sought to evaluate the 
adolescent version: the BAC-A (Tarren-Sweeney, 2013c; Appendix B).  
Ethical considerations. Ethical approval was gained from the Faculty of Human Arts and 
Sciences at the University of Surrey (Ref: 1085-PSY-15; Appendix D). Application for NHS 
ethical approval was unnecessary as the sole participants recruited through the NHS were 
staff; however research governance approval was obtained from the Trust Research and 
Development department. Participants could be made aware of the research question without 
it affecting their ability to participate therefore the use of deception was avoided. The 
inclusion of potentially uncomfortable stimuli was cause for ethical consideration as it was 
identified that participants could become temporarily distressed by questions discussing 
challenging behaviours or historic abuse. This was managed by providing sufficiently 
detailed information sheets and informing participants that they could withdraw at any time. 
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After the study, participants were provided with a debrief sheet with contact details for the 
research team and support services (Appendices J-K). Finally, the risk of distress was 
evaluated to be low due to the likelihood that participants would encounter similar material 
within their role as a carer or clinician.  
Data handling. All participant data was handled in accordance with the Data Protection Act 
1988 and stored securely in accordance with University of Surrey policy (up to 10 years). 
Audio recordings were transferred to encrypted memory stick immediately following 
interview conclusion and for the duration of transcription after which time they were deleted. 
Any electronic data was stored on encrypted memory stick after being fully anonymised with 
unique identifiers. Participants were informed of data storage and handling procedures and 
policies via the information sheet prior to giving consent (Appendices G-I).   
Inclusion criteria 
Online survey. The online survey was made available to both Foster and Kinship Carers. 
Foster Carers were defined as any individual who has been approved to foster by Local 
Authority (LA) or Independent Fostering Agency (IFA; DfE, 2011). Kinship carers were 
defined as a relative, friend or other person with a prior connection to somebody else’s child, 
who is caring for that child full time (DfE, 2010). Carers could complete the survey if they 
had a young person aged 12 to 17 years in placement, who had lived with them for at least 4 
months. This complied with the BAC-A (Tarren-Sweeney, 2013) and SDQ (Goodman, 1997) 
completion criteria therefore optimising direct inter-questionnaire comparisons at analysis. 
Carers were required to have worked in that capacity for a minimum of one year to encourage 
recruitment of participants with a sound understanding of the behavioural and emotional 
presentations of LAA. The survey was not available to adoptive parents because the study 
was aimed at carers of young people in temporary or semi-permanent care arrangements.  
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Clinician focus group. Child and Adolescent Mental Health Service (CAMHS) focus groups 
were intentionally multi-disciplinary to gain a broad perspective. Participants were required 
to be working in CAMHS at the time of the focus group so they could comment on 
questionnaire utility in the context of their service’s assessment structures.   
Procedure 
Online survey.  The online survey multi-method recruitment strategy resulted in an 
opportunity sample. In the first instance, researchers contacted UK LAs and IFAs and a total 
of 19 LAs and 15 IFAs agreed to advertise the survey across several platforms including 
email, online forums, poster advert, and newsletter. The survey was advertised internationally 
via the social media platforms Facebook and Twitter. Finally UK-based fostering charities 
The Fostering Network and CoramBAAF, agreed to advertise the survey across IFA provider 
networks, online forums, and regional social worker meetings.  
Interested participants were invited to complete a brief online survey (average 
completion time approximately 20 minutes) whilst holding in mind one LAA currently on 
placement with them. Participants completed the BAC-A (Tarren-Sweeney, 2013c), SDQ 
parent-report (Appendix B; Goodman, 1997) and a short utility questionnaire. Participants 
provided demographic data about themselves (carer experience, placement provision, age, 
gender, and country of residence) and the adolescent (age, gender, pre-care adversity, 
previous placements, and previous CAMHS referral). Following consent and demographic 
questions; questionnaire sets (SDQ plus associated utility questions; BAC-A plus associated 
utility questions) were presented in random order minimise order-effects. Afterwards 
participants were given the opportunity to express interest in further discussion by providing 
their email address.  
Foster carer telephone interviews/focus group. Participants who expressed an interest in 
further involvement were emailed an information sheet detailing the procedure for focus 
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groups/telephone interviews. Due to the majority of interested participants being situated 
across a wide geographical area, one focus group was held at the University of Surrey
1
, 
alongside six individual telephone interviews. The focus group lasted approximately 90 
minutes and followed a semi-structured interview schedule (Appendix L). Facilitators 
discussed the recording and confidentiality procedure detailed in the information sheet prior 
to the group beginning. Blank copies of the questionnaires were circulated before the group 
for familiarisation. Participants gave written consent (Appendix E) to be recorded on an 
Ultradisk Dvr7 4GB Digital Voice Recorder.  
For the telephone interviews, one week beforehand participants were emailed the 
information sheet and blank copies of the BAC-A and SDQ for familiarisation. The 
interviews were conducted via mobile phone or landline utilising the same interview schedule 
as the focus group. Interviews lasted between 30 and 60 minutes and were recorded on an 
Ultradisk Dvr7 4GB Digital Voice Recorder. Prior to interview, the recording and 
confidentiality procedure was discussed with the participant and verbal consent was given to 
commence recording. After interview/focus group participants were given the opportunity to 
request the future study summary report by email and the debrief form was made available 
either in hard copy or via email. 
Clinician focus groups. Participants were recruited from a CAMHS service in the South of 
England, via the CAMHS Research Team who advertised the study via email and word-out-
mouth. The Research Team consisted of clinicians who met on a quarterly basis and were 
interested in LAC research. Two focus groups were held on two NHS sites comprising four to 
five participants and two facilitators. The focus groups ran in conjunction with the second 
project branch. Beforehand, participants were given the information sheet and consent form 
(Appendix F). Once written consent was obtained, participants were given up to 20 minutes 
to familiarise themselves with both versions of the Brief Assessment Checklist (Brief 
1 
Following two unexpected cancellations, the focus group comprised two participants and two 
facilitators. 
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Assessment Checklist for Children; BAC-C, Tarren-Sweeney, 2013c and BAC-A) and the 
SDQ parent-report. Discussions followed a semi-structured interview schedule (Appendix 
M), lasted up to 90 minutes and were recorded on an Ultradisk Dvr7 4GB Digital Voice 
Recorder. Afterwards participants were given copies of the debrief sheet (Appendix K).  
Study stimuli/measures 
Measures. 
The Brief Assessment Checklist for Adolescents (BAC-A). The BAC-A (Tarren-
Sweeney, 2013c) is a 20 item mental health screening tool for adolescents (12-17 years) 
living in foster, kinship, or adoptive care placements. The first 16 questions are scored on a 3-
point Likert style scale from zero ‘Not True”, to 2 ‘Partly True’ and the final 4 questions are 
scored on a 3-point time rating scale from 0, ‘Did not occur in the last 4 to 6 months’, to 2, 
‘Occurred more than once in the last 4 to 6 months’. A score of 5 and above out of a possible 
40 was determined the clinically significant cut-off point following a series of sensitivity and 
specificity analyses.  Questions take the form of short phrases such as ‘Hides feelings’ and 
‘Lacks guilt or empathy’ to which respondents assign a score about their child. The BAC-A 
was developed from the comprehensive assessment questionnaire, The Assessment Checklist 
for Adolescents (ACA; Tarren-Sweeney, 2013b). At development the BAC-A evidenced 
good internal reliability (α = .87) and screening accuracy compared with the Child Behaviour 
Checklist (CBCL; Achenbach, 1991).  
Strengths and Difficulties Questionnaire (SDQ). The SDQ-parent version (SDQ; 
Goodman, 1997) is a mental health screening tool for 4-17 year olds. It consists of 25 items 
covering five subscales: Emotional Difficulties, Conduct Difficulties, 
Hyperactivity/inattention, Peer Relational Difficulties, and Prosocial Behaviour. Questions 
are scored on a 3-point Likert style scale from 0, ‘Not True’ to 2, ‘Certainly True’. Questions 
take the form of short phrases such as ‘considerate of other people’s feelings’ and ‘rather 
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solitary, tends to play alone’. A total difficulties score is calculated from four of the five 
subscales, excluding the Prosocial subscale which assesses healthy interpersonal behaviour. 
Clinically significant scores can be interpreted within four score ranges; for Total Difficulties 
scores range from 0–13, ‘Close to Average”, 14–16 ‘Slightly Raised’, 17-19, ‘High’, and 20-
40, ‘Very High’. The questionnaire has demonstrated good psychometric qualities over time, 
including with a large UK sample (α = .73; Goodman, 2001; Goodman & Scott, 1999).  
Utility questionnaire. For the purposes of the study a short 12 item survey was 
developed to assess participants’ view of other questionnaires on themes of utility, question 
content, and relevance (Appendix AC). Items were developed in discussion with the project 
research team and after reviewing recommendations for questionnaire development (Fowler 
& Cosenza, 2009). Questions were scored on a 5 point Likert-style scale from 1, ‘Strongly 
Disagree’ to 5, ‘Strongly Agree’. Participants completed the questionnaire twice, 
immediately after completing the BAC-A and SDQ.  
Online survey. The online survey database was created using the survey software Qualtrics®. 
The survey hyperlink took participants to a landing page which provided links to both project 
branches (Appendix N). Questionnaire items were coded as forced response to prevent 
missing items. Prior to publishing the survey a small cohort (N=10) of colleagues, peers and 
lay people from the research team’s wider network completed the survey to assess 
completion time, feasibility and ease of use, all of which were deemed satisfactory.  
Interview questions. Foster carer and clinician focus groups/interviews were conducted using 
a semi-structured interview schedule (Appendix L-M) comprising broad, open questions with 
probes identified for specific items (Smith, 1995). The interview schedule was developed 
within the research team prior to interviews and re-evaluated following the first couple of 
interviews as recommended by Braun and Clark (2013).  
Analytic strategy 
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Quantitative data. Questionnaire data was analysed using the software package SPSS 
statistics 23.0© (IBM Corp., 2015). The analytic strategy was as follows: 
1. Correlational analyses of the BAC-A and SDQ total and subscale scores were 
undertaken to determine the relational interactions between the scales (Hypotheses 
A).   
2. Multiple regression analyses were undertaken to determine predictive validity of the 
SDQ and SDQ subscales in relation to BAC-A total score (Hypothesis B). Regression 
analysis were undertaken to build on the associative relationship evidenced in step 1 
by determining how much unique variance in the BAC-A is explained by the SDQ 
total score and respective subscales, evidence of which cannot be reliably made from 
correlational analysis alone. Furthermore analysis of the predictive validity of the 
SDQ subscales could provide information about areas of shared variance between 
both scales as well as enabling the differences between total scale and subscales to be 
assessed. Therefore, multiple regression analyses were undertaken to determine the 
predictive value of the SDQ (and its subscales) for the BAC-A in order to consider 
how closely the two scales were related in the context of LAA. 
3. Internal reliability analysis via Cronbach’s Alpha statistic was undertaken to 
investigate the internal coherence of the BAC-A compared with the SDQ (Hypothesis 
C). 
4. Exploratory investigation in the form of a Primary Component Analysis (PCA) was 
undertaken to investigate the internal structure of the BAC-A (Hypothesis D).  
5. Comparison of the utility data of the BAC-A and SDQ took the form of graphical and 
analysis of central tendency (Hypothesis E).  
Results 
Quantitative results 
Page 20 of 209 
 
Participants. 
Sample data. Of the 159 participants who started the survey, 111 participants 
completed both the BAC-A and the SDQ which, due to the analytic strategy, was the criteria 
for case inclusion. Of these, 86% (N=96) were female and 14% (N=15) were male. 
Participant age ranged from 26 to 68 years and 84.6% classified themselves as White British. 
The majority of participants were resident in the UK when completing the survey (93%), 
other locations included the United States of America (4%), Australia (2%), Holland (1%). 
Participants offered a range of short-term (13%), long-term (44%) and mixed short- and long-
term (43%) placements to LAC. Short-term placements were defined as temporary or 
emergency arrangements which provide care for a child in the interim while long-term or 
‘permanent’ care arrangements can be made (DfE, 2013).  
Young person demographic data. Young person’s demographics showed 73% (N=81) 
had been referred to CAMHS at least once in the past, 22% (N=24) had never been referred to 
CAMHS, and for 5% (N=6) history of CAMHS referrals were unknown. Of the LAA, 68% 
(N=76) had lived in more than one foster placement and 18% (N=20) had lived in over five 
placements (Table 2).  
 
 
Table 2. Demographic Information for Young People in Placement with Foster Carer 
Participants at the Time of the Survey. 
Age 
(yrs) 
Total 
(N) 
Gender  Current Placement Length 
 
 Number of previous 
placements 
  Female Male  4-6m 6-12m 1-5 
yrs 
>5yrs  1 2-3 3-4 >5 
12 21 14 7  0 0 17 4  7 7 5 2 
13 20 9 11  0 2 11 7  10 8 0 2 
14 17 5 12  2 4 7 4  5 8 2 2 
15 24 12 12  2 4 9 9  4 10 3 7 
16 14 14 0  1 1 6 6  2 6 1 5 
17 15 8 7  2 8 0 5  7 5 1 2 
m = months, yrs = years 
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Participants gave information regarding their young person’s pre-care experiences 
including: exposure to abuse, neglect, domestic violence, bereavement or ‘other’ (Table 3). In 
the category ‘Other’, participants noted experiences such as abandonment, adoption 
breakdown, and birth parents with psychiatric illness.  
 
Table 3. Pre-care Demographic Information for Young People in Placement with Foster 
Carer Participants at the Time of the Survey
1
. 
 Domestic 
Violence 
Physical 
Abuse 
Sexual 
Abuse 
Neglect Bereavement Other 
N 52 47 20 83 5 32 
% 47 42 18 75 5 29 
1 
Participants were able to endorse more than one option 
 
Normality investigations. Before proceeding with the primary analysis, all variables were 
scrutinised for deviances from normality, linearity, and for the presence of any outliers (Field, 
2009). Visual inspection of normal distribution was completed through examination of 
histograms, Q-plots and Boxplots (Appendices P-W) alongside inspection of the Kolmongov-
Smirnov test statistic and values of skewness and kurtosis (Appendix O). Kolmongov-
Smirnov statistics were significant for a number variables (Table 4) however as the test has 
been argued to have low power (Elliott & Woodward, 2007), z-scores were calculated for 
Skewness and Kurtosis statistics (Table 4). Only the SDQ subscale ‘Conduct Difficulties’ had 
a kurtosis z-score with an absolute value higher than the score expected at p < .05 level (1.96; 
Field, 2009) but not larger than the absolute value expected at the .01 level (2.58).  It has 
been argued that for sample sizes between 50 and 300 a critical value of 3.29 (p < .001) is 
acceptable for rejecting non-normal distribution (Hae-Young, 2013), moreover according to 
central limit theorem in large sample sizes (n > 30 or 40; Ghasemi & Zahediasl, 2012) the 
sampling distribution is likely to be normal regardless of shape (Elliot & Woodward, 2007; 
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Field, 2009). Therefore following inspection of both graphical and statistical tests of 
normality it was concluded that data did not significantly deviate from normal distribution 
and any violations to normality assumptions were limited in their impact by the reasonable 
sample size (Pallant, 2007).  
 
Table 4. Normal Distribution Data for Study Variables. 
Variable 
Skewne
ss 
Std. Err Z Score Kurtosis Std Err. Z Score KS Stat
1
 
1. SDQ Emotional 0.14 0.23 0.61 -0.74 0.46 -1.61 .11
**
 
2. SDQ Conduct 
0.13 0.23 0.57 -1.04 0.46 -2.26 
.11
**
 
3. SDQ Hyperactivity 
-0.37 0.23 -1.61 -0.39 0.46 -0.85 
.13
***
 
4. SDQ Peer Rel. 
-0.04 0.23 -0.17 -0.82 0.46 -1.78 
.11** 
5. SDQ Prosocial 
-0.07 0.23 -0.30 -0.85 0.46 -1.85 
.11
**
 
6. SDQ Total 
-0.09 0.23 -0.39 -0.80 0.46 -1.74 
.06 
7. BAC-A Total 
0.01 0.23 0.04 -0.74 0.46 -1.61 
.07 
*
p < .05, 
**
p < .01, 
***
 p < .001 
Study variables: 1. SDQ Emotional, 2. SDQ Conduct, 3. SDQ Hyperactivity, 4. SDQ Peer Relations, 5. SDQ 
Prosocial, 6. SDQ Total, 7. BAC-A Total
 
KS Stat
1 
(Kolmogorov-Smirnov statistic) 
 
Clinical caseness. Caseness scores were inspected to approximate the representativeness of 
the sample to that of the general LAC population (Table 5). A report of the outcomes for 
LAC in England in 2014 stated that approximately half (50.4%) of LAC scores fell in the 
normal SDQ range, with 12.8% and 36.7% in the Borderline and Abnormal ranges, 
respectively (DfE, 2014). In comparison the study sample evidenced a slightly higher 
percentage of young people whose scores were categorised as Abnormal (range 25-62%), 
however the impact of age remains unclear due to the absence of statistics for adolescents 
alone. Overall the comparison suggested that the sample was comparable with the general 
population with a slightly higher proportion of clinical significantly presentations as 
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measured by the SDQ. As there are no official statistics for the BAC-A, a comparison to the 
LAA population could not be made.  
 
Table 5. Central Tendency and Clinical Caseness Data for Study Variables SDQ total, SDQ 
Subscales and BAC-A Total (N = 111). 
     SDQ  BAC-A 
Measure/Subscale Mean Std 
Dev. 
Range Normal 
Range 
% 
(N) 
Borderline 
Range % 
(N) 
Abnormal 
Range % 
(N) 
Clinically 
Significant 
% (N) 
SDQ Emotional  4.84 2.70 0 - 10 56 (62) 19 (21) 25 (28) - 
SDQ Conduct  4.86 3.03 0 - 10 39 (41) 11 (14) 50 (56) - 
SDQ Hyperactivity 6.09 2.40 0 - 10 38 (42) 14 (16) 48 (53) - 
SDQ Peer Problems 4.78 2.58 0 - 10 45 (49) 14 (16) 41 (46) - 
SDQ Prosocial  5.10 2.88 0 - 10 46 (50) 13 (15) 41 (46) - 
SDQ Total 20.57 8.04 4 - 35 30 (33) 14 (16) 56 (62) - 
BAC-A Total 20.66 9.10 0 - 39 - - - 99 (110) 
 
Correlational analyses. Hypothesis A was investigated through correlational analysis of all 
study variables and demographic variables using Pearson’s r statistic (Table 6). As predicted, 
the SDQ Total Difficulties and five subscales significantly correlated with the BAC-A total 
score in the predicted directions. 
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Table 6. Zero-order Correlational Analyses of Demographics and Study Variables. 
Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 
1. Carer Gender 1                     
2. Type of placement -.14 1                    
3. Carer Experience .11 -.02 1                   
4. YP age .13 .07 .08 1                  
5. Placement length .09 -.13 .40
***
 -.04 1                 
6. YP Gender .17 -.07 .03 .09 .04 1                
7. Pre-Care DV -.16 .11 .03 .02 -.02 .17 1               
8. Pre-Care PA .03 .02 .03 .04 -.03 .13 .51
***
 1              
9. Pre-Care SA .09 .24
*
 -.02 .12 .01 -.21
*
 .12 .26
**
 1             
10. Pre-Care Neglect .05 .02 .11 -.30** .22*  .11 .34*** .25** .16 1            
11. Pre-Care 
Bereavement 
-.09 -.03 -.16 .04 -.02 -.05 -.12 -.10 .01 -.17 1           
12. Pre-Care Other .10 -.08 .03 .09 -.14 -.15 -.24* -.22* -.20* 
-
.46
***
 
-.14 1          
13. Number of 
placements 
.01 -.01 -.08 .12 .01 -.07 -.02 .17 .26
**
 .12 .05 -.15 1         
14. CAMHS -.18 -.03 -.12 .17 -.12 .01 .11 .09 .13 -.05 -.09 .03 -.08 1        
15. SDQ Emotion -.29
**
 .07 -.03 -.05 -.07 -.28
**
 -.03 .12 .05 -.13 .01 -.02 .00 -.01 1       
16. SDQ Conduct -.16 .04 .12 -.02 .21
*
 .04 -.02 .23
*
 .11 .00 .04 -.19
*
 .01 .07 .37
**
       
17. SDQ 
Hyperactivity 
-.11 -.07 -.05 -.05 .00 .10 -.07 .05 -.21
*
 -.12 .05 -.04 -.16 .00 .35
***
 .55
***
 1     
18. SDQ Peer -.18 .16 .15 -.04 .04 .05 .07 .31
**
 .21
*
 .02 -.05 -.14 -.01 .02 .40
***
 .47
***
 .36
***
 1    
19. SDQ Prosocial .12 -.08 .05 -.05 .10 -.08 -.06 -.25** -.12 -.02 .04 .06 .04 -.16 -.25** 
-
.57
***
 
-
.41
***
 
-
.47
***
 
1   
20. SDQ Total -.25** .07 .07 -.05 .07 -.03 -.02 .24* .06 -.07 .02 -.13 -.05 .03 .71*** .82*** .74*** .74*** 
-
.57
***
 
1  
21. BAC-A Total -.22
*
 .03 .10 .06 .10 .00 -.02 .22
*
 .18 -.05 .04 -.13 .13 .07 .51
***
 .76
***
 .46
***
 .50
***
 
-
.53
***
 
.75
***
 1 
*
p < .05, 
**
p < .01, 
***
 p < .001 
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Regression analyses. Hypothesis B was investigated via regression analysis. The purpose of 
the analysis was to investigate the unique variance accounted for in the Dependent Variable 
(DV), the BAC-A, by the study variables, SDQ Total Difficulties and the five SDQ subscales.  
Regression model 1. In regression 1 BAC-A total score (DV) and SDQ Total score 
were added to the model with a significant result at p < .05 (Table 7). Assumptions of 
linearity were met at correlational analysis. The Durbin Watson test statistic (Durbin & 
Watson, 1950) was examined to test the assumption of independence of errors and was 
determined to be within acceptable limits (1.83; Field, 2009). The model accounted for 57% 
of the variance in the DV. SDQ Total was identified as a significant predictor of BAC-A total 
score and significantly related to a .75 increase in the DV.  
 
 
Table 7. Results from a Simple Linear Regression Analysis Predicting BAC-A Total Score 
from SDQ Total Score.  
Predictor β t Adjusted R2 F 
SDQ Total .75 12.00
***
 .57 143.96 
*p < 0.05, **p < 0.01, ***p < 0.001  
 
  
Regression model 2. Regression Model 2 was performed to explore the unique 
contribution of the SDQ subscales to variance in the DV. Model 2 variable inclusion was 
identical to Model 1 with the exception that the five SDQ subscales were entered instead of 
SDQ Total (Table 8).  Tolerance and VIF statistics were within acceptable limits (Field, 
2009) suggesting the model did not violate collinearity assumptions. The five SDQ subscales 
accounted for 64% of the variance in BAC-A scores. Of the five SDQ subscales, Emotional 
Difficulties and Conduct Difficulties significantly predicted a change of .81 and 1.74 in 
BAC-A Total score, respectively. The squared semi-partial correlation coefficients suggested 
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that emotional difficulties and conduct behaviour accounted for 4% and 17% of the variance 
in the DV, respectively.   
 
Table 8. Results from Multiple Regression Analysis Model One Predicting BAC-A Total 
Score. 
 Predictor   
 β t  sr2 
     
1. SDQ Emotional .81 3.68
***
  .04 
2. SDQ Con 1.74 7.29
***
  .17 
3. SDQ Hyp -.077 -.29  .00 
4. SDQ Peer .32 1.30  .01 
5. SDQ Pro -.34 -1.47  .02 
     
Adjusted R
2
  .64   
F  39.98
***
   
*p < 0.05, **p < 0.01, ***p < 0.001  
Study measures: 1 = SDQ Emotional, 2 = SDQ Conduct, 3 = SDQ Hyperactivity, 4 = SDQ Peer Relations, 5. SDQ 
Prosocial. 
sr2 = squared semi-partial correlation 
 
 
Reliability analysis. In order to investigate Hypotheses C, the internal reliability of the BAC-
A, SDQ Total and SDQ subscales were assessed using Cronbach’s Alpha reliability 
coefficient (Cronbach, 1951). Both scales appeared to have good internal reliability (George 
& Mallery, 2003) although analysis revealed a slightly higher alpha statistic for the BAC-A 
(α = .89) than the SDQ Total (α = .85). The SDQ subscales also evidenced moderate to good 
internal reliability; Emotional Difficulties (α = .71), Conduct Difficulties (α = .78), 
Hyperactivity (α = .66), Peer Relational Difficulties, (α = .67), and Pro-social Behaviour (α = 
.89).  
Principal Component Analysis. In order to investigate Hypotheses D a PCA was undertaken 
to investigate the underlying structure of the BAC-A. Given the absence of previous 
investigations (Tarren-Sweeney, 2013c) an exploratory approach was selected. PCA was 
selected for the primary purpose of identifying latent structures (Field, 2009). It has been 
recommended for use in exploratory investigations where there is no prior theory or model 
present (Gorsuch, 1983). Sample size adequacy was considered against literature guidelines, 
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which have been noted to vary significantly (Hogarty, Hines, Kromrey, Ferron, & Mumford, 
2005). Hair, Anderson, Tatham, and Black (1995) recommend sample sizes of at least 100, 
whereas Williams, Brown, and Onsman (2012) suggested participant-to-variable ratios range 
from 3:1 to 20:1. The present sample (N=111) had a participant-to-variable ratio of 5.6:1, 
within the range accepted by the literature. As explicit distributional assumptions have been 
argued to be insignificant in PCA (Joliffe, 2002), additional normality investigations beyond 
those undertaken at preliminary analysis were not explored. Factorability was assessed via 
intra-scale correlation matrix (Table 9) which confirmed a degree of collinearity between 
items with a number of substantial correlations around .5 (Tabachnick, & Fidell, 2007) and 
no extreme correlations (>.9; Field 2009).  The Kaiser-Meyer-Olkin measure of sampling 
adequacy (MSA) was .84, within the acceptable range of 0.5 to 1 (Hair et al., 1995; 
Tabachnick & Fidell, 2007) and Bartlett’s test of sphericity was significant (χ2 = 975.49, p < 
.001) suggesting correlations in the data set were appropriate for investigation of latent 
variables (Field, 2009). 
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Table 9. Zero-order Correlational Analysis of the Brief Assessment Checklist for Adolescents (BAC-A) Items. 
*
p < .05, 
**
p < .01, 
***
 p < .001 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 
1. Seeking exctmnt -                    
2. Craves affection .33*** -                   
3. Does not share .21* .36*** -                  
4. Not show affection .21* .08 .34** -                 
5. Feels victimised .15 .42*** .31*** .28** -                
6. Gorges Food .25** .34*** .30** .14 .15 -               
7. Hides Feelings .02 -.03 .22* .45*** .21* .15 -              
8. Impulsive .35*** .39*** .40*** .26** .41*** .22* .24* -             
9. Lacks empathy .32** .43*** .52*** .41*** .28** .31** .18 .52*** -            
10. Relates to strangers as 
family 
.38*** .54*** .38*** .16 .30** .35*** .03 .44*** .45*** -           
11. Resists comfort .25** .15 .37*** .48*** .31** .31** .35*** .43*** .42*** .31** -          
12. Intense anger .30** .48*** .41*** .12 .47*** .29** .14 .59*** .50*** .47** .50*** -         
13. Too friendly with 
strangers 
.33*** .57*** .41*** .07 .29** .32** .01 .50*** .54*** .82** .31** .54*** -        
14. Too jealous .26** .48*** .44*** .05 .46*** .32** .09 .47*** .54*** .50** .31** .64*** .58*** -       
15. Tries to please .03 .24** .01 -.05 .16 .15 .09 .10 .00 .32** -.01 .21* .22* .24* -      
16. Withdrawn .05 .08 .20* .35*** .38*** .27** .51*** .17 .11 .26** .30** .23* .24* .20* .16 -     
17. Appears dazed .17 .03 .29** .14 .20* .38*** .13 .24* .19* .36** .25** .23* .31** .23* .19* .26** -    
18. Criticism .09 .29** .38*** .18 .54*** .10 .17 .28** .30** .29** .34*** .49*** .32** .43*** .28** .32** .19* -   
19. Sexualised beh. .31** .25** .25** .27** .14 .20* .13 .21* .25** .36** .27** .27** .32** .32** .08 .22* .13 .20* -  
20. Mood changes .27** .47*** .36*** .13 .44*** .22* .13 .50*** .38*** .36** .39*** .71*** .41*** .62*** .16 .24* .18 .50*** 
.27** 
 
- 
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Table 10. Factor Loadings and Communalities Based on a Principal Component Analysis 
without Rotation for the 20 items of the Brief Assessment Checklist for Adolescents.  
Item 
Factor 
1 
Factor 
2 
Factor 
3 
Factor 
4 
Communalities 
1.Constantly seeking excitement or 
thrills 
.45 -.14 -.46 .03 .44 
2. Craves attention .63 -.41 -.00 -.06 .57  
3. Does not share with friends .64 .12 -.18 -.11 .46  
4. Does not show affection .39 .66 -.28 -.10 .68  
5. Feels victimised or misunderstood .60 .13 .42 -.19 .59  
6. Gorges food .48 .03 -.21 .45 .48  
7. Hides feelings .30 .73 .11 .08 .64  
8. Impulsive (acts rashly without 
thinking) 
.70 -.01 -.12 -.21 .55  
9. Lacks empathy or guilt .69 .00 -.34 -.22 .64  
10. Relates to strangers ‘as if they were 
family’ 
.72 -.28 -.14 .35 .74  
11. Resists being comforted when hurt .60 .41 -.15 -.13 .57  
12. Shows intense and inappropriate 
anger 
.79 -.15 .16 -.21 .71  
13. Too friendly with strangers .74 -.34 -.12 .20 .72  
14. Too jealous .75 -.25 .15 -.11 .66  
15. Tries too hard to please other 
young people 
.27 -.20 .49 .48 .59  
16. Withdrawn .43 .53 .30 .32 .66  
17. Appears dazed like in a trance .41 .12 -.04 .54 .48  
18. Intense reaction to criticism .58 .08 .50 -.17 .63 
19. Sexual behaviour not appropriate 
for his or her age 
.46 .05 -.24 .11 .28 
20. Sudden or extreme mood changes .71 -.12 .25 -.28 .65 
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An initial PCA was performed with Direct Oblimin rotation due to assumed between-
factor correlations. Inspection of the anti-image matrices MSA and determinant statistic 
(0.0000736) confirmed that the sample was adequate for each item pair with correlations 
above .5 (Field, 2009). The model explained 58.63% of the variance with visual inspection of 
the scree plot (Appendix X) suggesting four factors, confirmed by eigenvalue greater than 1 
for each of the four factors, in accordance with Kaiser’s (1960) criterion. However the 
solution failed to converge on twenty-five iterations suggesting the structure did not 
adequately represent the data. Examination of the pre-rotation loadings suggested low 
loadings across multiple items on the first factor (Table 10) and a particularly low 
communality for Item 19, suggesting poor item to scale association. Subsequently, Item 19 
was removed and the analysis was repeated.  
The second PCA with 19 variables converged after 19 iterations. Examination of the 
scree plot and eigenvalues also suggested a four factor structure which together explained 
60.85% of the variance in the data (Appendix Y). However as Kaiser’s (1960) criterion is 
only valid for average extracted communalities greater than .7 in scales of less than 30 
variables; the communalities extracted from the analysis were too low for significance, with 
an average of .61. MacCallum, Widaman, Zhang, & Hong (1999) suggest that 
communalitites above .5 are adequate for sample sizes between 100 and 200, but larger 
sample sizes may be required for communalities below .5. In addition to this, examination of 
each factor’s item loadings revealed insufficient moderate-level loadings to assume reliability 
(Guadagnoli & Velicer, 1988). Finally, inspection of the within-factor items suggested that 
factors 3 and 4 in particular were not interpretable as single constructs.  
Investigation of a forced two and three factor structure presented similar challenges 
with interpretation (Appendix AA & AB). Factor 1 in both the two and three factor structures 
was suggestive of general dysregulation however both analyses evidenced average 
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communalities below the recommended threshold for a measure of this length (Kaiser, 1960). 
Although a two factor structure was most consistent with simple structure the low average 
communality and theoretically inconsistent loading of items on factor 1 and 2 limited the 
reliability of the findings. Therefore the four, three and two factor structures cannot be 
reliable accepted without further investigation with a larger sample.   
Lastly, as the BAC-A is a unidimensional scale; a PCA of the original 20 items with a 
forced one-factor structure was undertaken. The test assumptions were met following 
inspection of the KMO and determinant statistics, and the anti-image measures of sampling 
adequacy. A forced one-factor structure explained 34.5% of the variance in scores (Appendix 
Z) but the average communality was low at .35 (Table 11). Although the factor had at least 
four loadings of .6, a standard which confirms factor reliability (Guadagnoli & Velicer, 
1988), there remained a number of low and significantly low loading items. This, combined 
with the low communality scores suggested the use of caution when confirming a one factor 
structure.  
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Table 11. Factor Loadings and Communalities Based on a Forced One-factor Principal 
Component Analysis for the 20 items of the Brief Assessment Checklist for Adolescents
1
. 
Item Factor 1 Communalities 
Constantly seeking excitement or thrills .45 .21 
Craves attention .63 .40 
Does not share with friends .63 .40 
Does not show affection .39 .15 
Feels victimised or misunderstood .60 .36 
Gorges food .48 .23 
Hides feelings .30 .09 
Impulsive (acts rashly without thinking) .70 .49 
Lacks empathy or guilt .69 .48 
Relates to strangers ‘as if they were family’ .72 .52 
Resists being comforted when hurt .60 .36 
Shows intense and inappropriate anger .79 .62 
Too friendly with strangers .74 .55 
Too jealous .75 .56 
Tries too hard to please other young people .27 .07 
Withdrawn .43 .18 
Appears dazed like in a trance .41 .17 
Intense reaction to criticism .58 .34 
Sexual behaviour not appropriate for his or her 
age 
.46 .50 
Sudden or extreme mood changes .71 .21 
1
Factor loadings greater than .4 in bold, according to Stevens (1992) recommendation for factor interpretation 
 
 
 
Utility questionnaire results. Hypothesis E was investigated via a short 12-item questionnaire 
covering themes of utility, relevance and format. All but one participant included in the 
original sample completed the utility questionnaires (N=110). Of the two questionnaires, the 
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BAC-A was the least familiar with 82% (N=91) of participants reporting they had not 
completed it before compared to 52% (N=58) of participants who reported they had not 
completed the SDQ before (Figure 1). The BAC-A was rated slightly higher on average than 
the SDQ on questions relating to the format and design of the questionnaire (Figure 2). The 
BAC-A and SDQ scored comparably on average on questions relating to the relevance and 
utility of each measure with the exception of Question 8 where the BAC-A scored 
approximately 1 point higher on average than the SDQ (Figure 3). 
 
Page 34 of 209 
 
1
2
3
4
5
6
The instructions
were clear
I thought the survey
was too long
I was able to
complete the survey
without assistance
1
 =
 S
tr
o
n
g
ly
 D
is
ag
re
e,
 6
 =
 
S
tr
o
n
g
ly
 A
g
re
e 
Questions 
SDQ
BAC
0
10
20
30
40
50
60
70
80
90
Yes No Don't Know
P
er
ce
n
ta
g
e 
(%
) 
Responses 
SDQ
BAC-A
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1. Percentage of participants who had previous 
experience, no experience or unknown experience 
completing the SDQ and/or BAC-A. 
 
Figure 2. Average participant responses (N = 110), with 
standard deviations, to questions relating to the format 
and design of the SDQ and BAC. 
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Figure 3. Average participant responses (N = 110), with standard deviations, to questions relating to the relevance and utility of the SDQ 
and BAC-A.
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Finally, the BAC-A and SDQ scored equally on average on questions relating to the 
experience of completing each questionnaire (Figure 4) including whether the participant 
found the items distressing. Overall there was little difference observed between utility 
ratings for the SDQ and BAC-A. 
  
Figure 4. Average participant responses (N = 110), with standard deviations, to questions 
relating to the experience of completing the SDQ and BAC-A. 
 
 
Qualitative analysis 
Analytic strategy. Interview and focus group data was analysed using Thematic Analysis as 
outlined by Braun and Clarke (2013). This methodology was selected for its suitability for 
focus group format, flexibility (Braun & Clarke, 2006), and utility within early stage research 
(Boyatzis 1998). A critical realist ontological position (Cook & Campbell, 1979) from the 
post-positivist epistemology was adopted for analysis, interpretation and evaluation. Within 
this philosophy, reality is assumed to exist but knowledge gained through investigation 
remains imperfect due to the influence of subjectivity (Guba & Lincoln, 1994). The critical 
realist position was deemed suitable and appropriate for investigations utilising both 
qualitative and quantitative approaches (Guba & Lincoln, 1994). Recordings were transcribed 
verbatim and anonymised with unique identifiers to ensure confidentiality. The researcher 
subsequently began the process of gaining familiarity with the data by reading and repeatedly 
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re-reading the transcripts. The transcripts were then coded following a two-step deductive-
coding process (Appendix AF). A ‘theoretical’ approach (Braun & Clarke, 2006) was 
selected for coding and analysis due to the researcher’s primary goal of investigating a 
specific qualitative research question. Moreover a ‘theoretical’ approach was deemed to be 
appropriately aligned with the researcher’s epistemological position (Potter & Wetherell, 
1987). In the first instance data were coded using a ‘complete coding’ approach (Braun & 
Clarke, 2013) to identify data of interest or relevance to the research question. Following this, 
the researcher moved on to the secondary coding stage, where initial codes and data were 
considered for latent content. Secondary coding at step two elicited both semantic- and 
researcher-derived codes (Braun & Clarke, 2013). After completing the coding process, 
initial patterns/candidate themes were provisionally identified through consideration of all the 
secondary codes. Initial themes were mapped visually to explore potential implicit or 
hierarchical relationships between them. Following this, the data and codes were revisited to 
explore how well the candidate themes fit the data. 
Participants.  
Foster carers. Following survey completion, 46 participants expressed an interest in 
further discussion. Of these, eight participants responded to emails agreeing to take part in 
interviews; two foster carers participated in a focus group and six participated in telephone 
interviews. All participants were female and were given pseudonyms during analysis (Table 
12) in order to protect their anonymity, whilst also trying to minimise the ‘voice’ of the 
participant from being lost (Guenther, 2009).  
 
 
 
 
Page 38 of 209 
 
Table 12. Participant Information for Foster Carer Interviews and Focus Group Including 
Pseudonyms. 
Participant 
Name 
Age 
Interview 
Type 
Years as a foster carer Consent Carer Type 
Beth 55 FG More than 5 years W/V Foster 
Charlotte 46 FG 3 to 5 years W/V Foster 
Emma 55 TI More than 5 years E/V Foster 
Sarah 55 TI 3 to 5 years E/V Foster 
Carly 62 TI More than 5 years E/V Foster 
Norah 46 TI 3 to 5 years E/V Foster 
Jessica 47 TI 1 to 2 years E/V Foster 
Irene 55 TI 3 to 5 years E/V Foster 
FG = Focus Group, TI = Telephone Interview, W/V = Written & Verbal, E/V = Email & Verbal 
 
Clinician focus groups. The two clinician focus groups comprised nine clinicians in 
total, seven females and two males. Due to the disproportionate female to male participants 
within the groups, and in order to protect anonymity, clinicians were not referred to by 
pseudonyms within the analysis (Table 13).  
 
Table 13. Participant Information for Clinicians across CAMHS Focus Group 1 and 2. 
Clinician 
Acronyms  
Focus Group Job Title CAMHS experience 
C1 1 Art Therapist 8 years 
C2 1 Clinical Nurse Specialist 12 years 
C3 1 Systemic Psychotherapist 5 years 
C4 1 Psychiatrist 8 years 
C5 2 
Child and Adolescent 
Psychotherapist 
15 years 
C6 2 
Child and Adolescent 
Psychotherapist 
Declined to state 
C7 2 Psychologist 2 years 
C8 2 Psychotherapist Declined to state 
C9 2 Clinical Psychologist Declined to state 
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Figure 5. A diagrammatical representation of the themes that emerged from separate coding of the foster carer and clinician transcripts 
using Thematic Analysis.
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Thematic analysis results. Following Thematic Analysis (Braun & Clarke, 2006) of the 
transcripts a number of themes emerged from the data (Figure 5). Data from foster carers and 
clinicians was analysed separately due to clinician focus groups being run in conjunction with 
project branch 1, however after discovering that almost all the emerging themes overlapped 
across participant groups, a combined presentation of the thematic results was deemed 
appropriate. The interpretation and analysis of the data was evaluated for credibility. 
Following Willig’s (2008) recommendations that qualitative research be evaluated against 
criteria which align with the researcher’s ontological and epistemological position, the 
qualitative research was evaluated against Elliott, Fischer, and Rennie’s (1999) seven-item 
guidelines (Appendix AD). As such emerging themes were checked against the data and 
discussed with research colleagues over the course of the analytic process. Moreover the 
researcher’s subjective influence was considered throughout data gathering, coding and 
analysis via reflective journal (Appendix AE). A hierarchical thematic structure was chosen 
to illustrate the themes which included three major themes: Format & Design, Content, and 
Utility, and six sub-themes: Length & Layout, Scales, Relevance, Language, Role, and 
Access.  
A number of guideline papers recommend presenting quotation data in tabular format 
when working with word count limitations (Blignault & Ritchie, 2009; Pitchforth, 
Porter,  van Teijlingen, & Forest Keenan, 2005), moreover this format has been utilised in a 
number of recently published articles (Eysenbach & Kohler, 2002; Pearce, Leask, & Ritchie, 
2008). In this context a tabular presentation of quotes has been utilised in order that broad, 
rich, illustrative examples of the themes be available to the reader whilst accounting for the 
word limit of the current report.  
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Format and design. The first major theme, ‘Format and Design’ comprised the evaluative 
comments regarding the physical design and structure of the questionnaire. Within this two 
sub-themes emerged; ‘Length & Layout’, and ‘Scales’.  
Length and layout. Both foster carers and clinicians commented that the BAC-A was 
too brief and lacked detail and scope (Table 14). These views were often expressed in 
conjunction with a vague elucidation that brief tools are the preferred format for service 
questionnaires, but concluded that as a result, important qualitative information about the 
child might be lost. For many, LAA complexities were such that a questionnaire of any 
length seemed insufficient as a stand-alone tool. On the other hand, clinicians and some foster 
carers discussed the benefits of shorter tools, which could be completed quickly and without 
too much thought or effort. Conversely a small number of foster carers felt that due to the 
nature of foster carers’ complex, demanding, role as full-time carer and advocate, being given 
short tools was almost insulting. 
The participants’ opinions regarding questionnaire layout were mixed. Most foster 
carers reported that the BAC-A layout was “clearer” (Sarah) than the SDQ, with one foster 
carer commenting that it was more appealing because it was “more modern in appearance” 
(Carly). Whereas some clinicians suggested that the second half of the questionnaire could be 
easily missed due to its separation in layout from first half. Moreover clinicians commented 
that a right-sided scoring scale does not accommodate right-to-left scanning that occurs in 
reading, potentially problematic for a respondent with dyslexia.  
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Table 14. Example Quotes for the Sub-theme, ‘Length and Layout’. 
Participant Quote 
Charlotte 
 “…and these questionnaires because they have to be limited because they’re a 
questionnaire you might ask sixteen questions but actually you need to ask 616 
questions… in order to get  picture of the child, that, it’s not in-depth enough”   
Irene 
“I think that’s, question about gorges food, possibly thinking there might be 
another one about hiding food, or the um, but that sort of thing I just looked at 
it and I thought gosh, that wouldn’t have come through for this young man that 
it is that food is so very important” 
C2 & C3 
C2: “*interrupting* well maybe that’s the trouble with trying to simplify 
something that is, really hard to simplify” 
C3: “and if we were gonna simplify it they’ve they’ve done quite a good job of 
kind of narrowing it down” 
*murmurs of agreement* 
Sarah 
 “you know when you look at it it looks much less crowded and clearer and 
crisper so people, I mean I’m not fazed by forms or anything like that but some 
people are so if you look at something it looks easier to fill in then they’re you 
know more likely to fill it in” 
Beth 
 “…if these, if these are the questionnaires that are going to give our children 
access to mental health support then I want six hundred questions…I mean this 
sort of thing may be for like teachers or something but not for someone like us 
where it’s our job…” 
C7 
 “…and if you sent this to a carer they’re not going to sit and despair, some of 
the questionnaires that we give them when they first come to the clinic we think 
oh my goodness I feel awful giving you this great big pile” 
Jessica 
 “…and people have got more motives to fill it out if it’s if it’s fast if they can do 
it in two minutes, if it’s tick tick tick…” 
C1 
“So just looking at it in a not very literally kind of way, I think oh yeah, one to 
16 I’ll do that. Because this looks like the kind of sign off bit and this looks like 
the introduction, so I just do that bit. And if I was a carer I would probably miss 
all of that second part.” 
C1  “From a dyslexic point of view it’s nonsense as well” 
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Scales. Both participant groups reported mixed views about the BAC-A’s assessment 
timeframe (Table 15). Foster carers and clinicians felt that six months was an “awfully long 
period” (C2) in a young person’s life and with the sometimes rapidly changing behaviour of 
LAA, could lead to highly varied scores over a six month period. On the other hand one 
foster carer felt the timeframe created a sufficient window of time to monitor change and 
some clinicians suggested that a six month timeframe “helps carers and parents focus that 
young people’s story doesn’t have to stay constant and that you know actually what we’re 
looking for in a mental health place is…what’s going on right now, how are they behaving 
right now like in the last four months” (C1). 
 Both clinicians and foster carers expressed concern about the BAC-A’s three-point 
scale. They reported the scale could limit information gathered at assessment or fail to 
differentiate between behaviour severity and consequent resource allocation. Interestingly 
two participants from each participant group suggested using a “sliding scale” (Jessica, C3) 
which would enable behavioural measurement on a continuum and allow respondents greater 
freedom in their answers.  
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Table 15. Example Quotes for the Sub-theme, ‘Scales’. 
Participant Quote 
Beth & Charlotte 
Beth: “and four to six months…is a, can be a, lifetime” 
Charlotte: “Yes!” 
Beth: “in some of these, you know, and and so many different, you 
could answer it ten different times in the the you know, four to six 
months” 
Irene 
“if you ask a question the last twenty four hours and I think that this 
one is, I think uh and I see that this one is, I think it was in the last 
six months which is useful…um and think that that is important too 
because as the child moderates their behaviours as the, um 
behaviour modification as the carers or the school work with a child 
then you see that the behaviours drop off its not as often it still 
happens every so often” 
C6 & C2 C6: “I think that it will then be difficult to erm not plot, but erm gage 
the seriousness of the difficulties maybe. Certainly with, when you’re 
trying to choose, does this young person need more of a service than 
this young person, and everyone’s competing for the different 
resources, it’s difficult to do that just on the basis of a form if there’s 
not much differentiation between them” 
C2: “It’s interesting that it’s just 0, 1 or 2 rather than a wider scale. 
Erm… it kind of doesn’t lead any, leave any space for nuance 
because it’s either this or that or somewhere in the middle. …So I 
wonder how useful it will be because it’s not really a scale, it’s just a 
yes, no or in the middle.” 
Jessica 
“asking do you think they hide their feelings no, partly or 
mostly….doesn’t really…achieve anything as an answer. I think 
small changes to wording and changes to a sliding scale would help 
enormously I think they would help people fill them out because if 
it’s a sliding scale it might reduce this feeling of not wanting to give 
the wrong answer”  
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Content. The second major theme, Content, encompassed discussions about the wording of 
the tool as well as its application to the Looked-After population. Within this two sub-themes 
emerged: ‘Relevance’ and ‘Language’.  
Relevance. All participants thought the BAC-A questions were pertinent to LAA 
(Table 16) specifically in relation to themes of attachment and trauma which clinicians felt 
made it more “precise” (C6) than other tools. Foster carers in particular felt the questionnaire 
asked about common LAA behaviours, particularly those observed in young people with 
histories of sexual abuse or neglect. Similarly, one clinician commented on how the items 
married up with referrals for challenging behaviour and relational difficulties often received 
by their service. Clinicians in particular felt that specific items were clinically useful, in 
particular, the question relating to dissociation. Themes of  attachment and trauma were 
evaluated as being unique to the BAC-A, whereas in the SDQ and other commonly used 
measures, such themes were thought to be less clearly defined or not examined at all. 
Both participant groups compared the relevance of the SDQ and BAC-A for LAA. 
Many clinicians and some foster carers reported that despite its relevance, the key component 
missing from the BAC-A was a specific reference to diagnosable mental health conditions 
and symptomatology. Both participant groups agreed that although the BAC-A was well-
suited to LAA presentations, the SDQ asked specific mental health and psychological 
wellbeing questions that were of value to LAA. For example, Jessica commented in relation 
to the BAC-A: “…so, for example if I was worried about a child who was suffering from 
depression…I might actually only circle um, number two for the question regarding them 
being withdrawn, none of the other questions would necessarily draw out the symptoms of 
depression” 
Due to the clinicians having access to both BAC-A and BAC-C during the focus 
group, they discussed at length the relevance of items between the two developmental 
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versions of the questionnaire. Across both groups there was consensus that items on the 
adolescent and child versions of the Brief Assessment Checklist were relevant for both age 
groups. In addition, they noted that parallel items on the child and adolescent versions 
measured separate constructs and were not differentiated by developmental level. Finally 
clinicians commented on areas of relevance not covered in the BAC-A such as risk, 
functioning, and psycho-somatic complaints. 
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Table 16. Example Quotes for the Sub-theme, ‘Relevance’. 
Participant Quote 
Norah 
 “well a lot of the problems that you get with a lot of um, a lot of foster children I mean 
there’s a lot of attachment disorder and a lot of issues around that…I think prob- on 
these sorts of things the questions seem to be a lot around or seem to be a lot around 
what what what sort of problems you would be experiencing with your young person” 
C7 
“at least it’s got something that’s specific and relevant to a traumatised child and a 
child with attachment difficulties, a looked after child around, co-coz I’m, some of the 
dissociative kind of symptomology, which I don’t think anything else that we’re using is 
capturing unless you use a very specific, disorder specific questionnaire…that doesn’t 
seem to be on this one the SDQ one…” 
C1 
 “because it might tell you where the source of the symptom is here because it’s sort of 
looking a bit at the attachment but I don’t it hasn’t for me got a mental health flavour 
really, I think that’s the thing it might tell me a little bit about a patterns of attachment 
or something like that…” 
Beth 
 “the one thing I thought you were trying to get into that nobody seems to get into is the 
whole attachment thing” 
Sarah 
 “yeh and it seems to describe my girl better just the questions than well not better they 
both do it but it seems to pick up on some different aspects that this first one doesn’t, the 
SDQ one doesn’t really ask” 
C2 
 “My thoughts are very much that some of the things that are different between the two 
scales would actually have equal value on both checklists and it feels a little bit like 
they’ve been kept brief and they’ve picked out the most-, the more relevant ones for each 
age group but that actually some of them would be very applicable across both the age 
ranges.” 
C2 “No there’s nothing in relation to erm, self-harm or sort of suicidality…” 
C4 
“…but I suppose what, what, I dunno is functioning, i-is where the child’s functioning or 
not functioning, captured here?” 
C1 
“I guess, erm, there are few things which I would see as missing from the checklist like, 
erm, you know the physical expression of erm, their feelings. That’s not covered at all so 
are they having headaches or tummy aches or you know, those kind of things.” 
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Language. Participants expressed mixed views regarding the language of the BAC-A 
(Table 17). Two foster carers reported that the questionnaire was “quite sensible….quite easy 
to understand” (Carly) and “worded easily you know you can’t misconstrued what the words 
are saying” (Norah). Whereas the majority of foster carers and clinicians expressed concerns 
that a number of BAC-A items were open to misinterpretation or could be influenced by the 
carer’s value system or level of experience.  One foster carer gave an example of the BAC-A 
item, ‘Craves attention’, to highlight the multiple layers of meaning that could be drawn upon 
when answering the question. Interestingly, many foster carers discussed similar concerns 
about a number of SDQ items, highlighting the qualitative complexity of LAA presentations 
and the challenge of capturing such behavioural presentations succinctly. Jessica commented 
when discussing the ‘Shares readily with others’ SDQ item: “and that can vary…enormously 
um one of the young people that’s placed with me would share her makeup, at the drop of a 
hat because she thinks that’s fun, ask her to share her food annnd you’d get a fork in the back 
of your hand (laughs)” 
Some clinicians discussed the possible disparity between clinician and foster carer 
perspectives on clinically significant behaviour and as a result felt that the questionnaire 
would require further discussion with the respondent. In one group clinicians felt that the 
wording of a couple of the BAC-A items carried an inherently negative or detrimental 
message about the child’s behaviour. For some, such items evoked comments of disapproval 
and aversion. 
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Table 17. Example Quotes for the Sub-theme ‘Language’. 
Participant Quote 
Jessica  “…and as a very pedantic linguist, um lots of the language used on both 
questionnaires um, is very open to interpretation and doesn’t really provide 
consistent um, results in terms of um one person could read one question one way 
and another another”  
Charlotte Charlotte: “If you’ve got, a, a newly qualified foster carer…you know yeh he 
craves attention or does he? you know, no he doesn’t come for kisses, but they 
don’t realise that the attention is actually the fact that he’s swinging off the roof 
or stealing from the kids at school and you know they don’t think about what does 
that mean? You know uh, craves attention is a really good examples actually, that 
can happen in lots of different ways, yeh and sometimes it’s not very obvious 
what they’re doing and they crave negative attention” 
C3 
“Because what a foster carer might see as being too friendly or too jealous, we 
might think as being appropriate or necessary under the circumstances in order 
to survive. So there’s a kind of, there’s quite a lot of, there’s a big margin for 
discrepancy between the interpretation of the person filling it in and 
interpretation of the person collating the information that might need more 
talking about.” 
C1 & C3 
Clinician 1: “one of the things that I quite liked until I saw the 14 and 15 was, oh 
and 13, was that it’s not sort of putting a judgement on erm, any of the qualities 
whereas ‘too dramatic’ ‘too friendly’ that kind of, it, I don’t know, it feels a bit-, 
erm, can’t think of what the word is… Erm…  
Clinician 3: “Value-judgement?” 
Clinician 1: “Yes, thank you”  
C4 & C1 
Clinician 4: “So it’s better to have the over-eating or the gorging. I don’t like that 
word. That word is horrible isn’t it?” 
Clinician 1: “: It’s disgusting, yeah” 
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Utility. The third main theme ‘Utility’ incorporated the subthemes ‘Role’ and ‘Access’, 
which depicted participants’ discussions of the function the BAC-A could play in LAA 
services as well as it’s utility for gaining entry to mental health care.  
Role. Participants felt that the BAC-A could be useful in a variety of ways (Table 18); 
of primary focus was the role the BAC-A could play in drawing professional’s attention to 
areas of need relating to trauma and attachment in LAA. Foster carers thought the BAC-A 
could be used to “highlight” or “flag up” (Sarah) difficulty whereas clinicians discussed how 
the BAC-A could “raise the profile of trauma” (C9) within teams and even act as a prompt 
for less-experienced clinicians during clinical interview. Moreover one group discussed how 
the questionnaire could also “guide parents or carers to thinking reflectively or mindfully 
about the behaviours.” (C3). Both clinician groups acknowledged that their views on the 
utility of the BAC-A was impacted by their status as “wise old monkeys” (C7), where the 
majority of the group had a great deal of experience working with trauma in children and 
young people. However as C1 commented in the first focus group; “as a member of staff 
who’s not terribly experienced in trauma work, actually that would make quite a good list of 
things that I want to be exploring and considering when assessing within a clinical 
environment rather than necessarily just providing that to a carer, erm, to get their thoughts 
on it. Actually that provides a nice sort of semi-structured approach for me to use rather than 
just a tick-box exercise for them.”  
Foster carers viewed the BAC-A as best-placed when incorporated into a multi-
professional system and completed by a range of professionals, not solely the carer. Many 
hinted at the benefits of incorporating multiple perspectives for detailed understanding of the 
child’s behaviour across contexts. The incorporation of brief tools such as the BAC-A in 
planning and implementation of therapy was discussed at length. Many saw a role for the 
BAC-A in aiding intervention plans in addition to its use as a baseline measurement for 
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change. Whereas clinicians discussed the BAC-A in relation to existing assessment pathways. 
For example, whether the BAC-A would be of value either as part of or immediately 
following a referral due to the limited information clinicians felt they typically receive at 
referral. Clinicians also observed that due to its length, the BAC-A would be ideally suited 
for regular outcome assessment compared to a longer, more comprehensive assessment tool. 
A few clinicians thought the BAC-A could be used to differentiate between other complex 
conditions which can present similarly to those in LAA. 
For both groups the BAC-A was thought to be most valuable used alongside the SDQ, 
rather than in isolation. The primary reason for this was the specificity of the BAC-A and the 
relevant assessment information provided by the SDQ. 
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Table 18. Example Quotes from Participants for the Sub-theme ‘Role’. 
Participant Quote 
Jessica 
“I think that if schools and social workers and foster carers were completing the 
form there’d be a better picture” 
Emma 
 “so I think by filling out at least foster carers who can fill out these sorts of forms 
and you know and and wherever they go whoever’s going to get them and read 
them, at least there is some sort of a, you know a baseline of what these children 
are like” 
Norah 
 “um, I think they’re, they’re really useful especially um for myself, I use them 
because I can then look back on them and I can see if there’s improvements or 
patterns or changes”  
C7 & C8 C7: “I would I would get the answers that I would need particularly thinking about 
the trauma pathway by taking a good developmental history…but it could be useful 
perhaps when, in the way that we do the SDQs when a referral comes in” 
C8: “when a referrals come in, mmm” 
C7: “um but, the referrals would need to in-, ha- uh, would need to include this 
because like the SDQs, or the, the current view, a referral will have no information 
in it” 
C4, C1, & 
C3 
C4: “But then it’s it’s again about the tracking because you’re not going to do a 
full assessment on a, to do a track.” 
C1: “No, no.” 
C4: “And people aren’t going to fill out 120 questions which is every…” 
C3: “Every three months, no. “ 
C4: “Every three months. Whereas getting 20 questions back in the waiting room 
for three minutes, four minutes to fill out. You’re going to get that back…” 
C3 “I think it might be helpful in those cases where we get referrals for complex cases 
where it’s been thought of as ADHD or ASC or something along those lines. And 
we kind of reading between the lines at sifting or at referrals meeting we might 
think well ‘hmm that sounds a bit more attachmenty to me’…” 
C1 “whereas the strengths and difficulties covers lots but not attachment, this seems to 
be mostly attachment or trauma and actually somewhere in the middle might be 
really useful.” 
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Access. The sub-theme ‘Access’ emerged solely from clinician transcripts but was 
distinctly expressed between both groups (Table 19). Clinicians in the first group wondered 
about the BAC-A’s sensitivity and whether it could differentiate between LAA presentations, 
due to the limitations of a 3-point scale and the likelihood that LAA would score highly 
across multiple items. As such concerns were raised regarding its utility in determining 
whether a young person was above a clinical threshold. However, clinicians generally agreed 
that a pervasive high score across items was also common when LAA complete the SDQ. 
Clinicians in the second focus group discussed the utility of the BAC-A for 
differentiating between young people who were eligible for a service from CAMHS. Almost 
all clinicians referred to the distinction between the BAC-A subject matter and the entry 
criteria for their service, namely a diagnosable mental health condition with additional risk 
factors. As such, a high score on the BAC-A would not necessitate eligibility for CAMHS 
and so the tool would struggle to differentiate between young people in this way. However, 
there was discrepancy between clinicians views dependent on which teams they worked in; 
some clinicians reported that without diagnostic symptomology, a young person would not be 
seen whereas others reported they would often accept referrals from LAC with complex 
attachment presentations, regardless of symptomatic presentation.  
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Table 19. Example Quotes from Clinicians for the Sub-theme, ‘Access’. 
Participant Quote 
C3 
“I think that it will then be difficult to erm not plot, but erm gage the 
seriousness of the difficulties maybe. Certainly with, when you’re trying to 
choose, does this young person need more of a service than this young 
person, and everyone’s competing for the different resources, it’s difficult to 
do that just on the basis of a form if there’s not much differentiation between 
them.” 
C4 
“And I think with our LAC kids it’s all going to come back really high 
because they’re all going to have a lot of those things. Erm, from my 
experience of seeing looked after kids.” 
C4 
“I guess it’s the same with the the SDQ isn’t it? I don’t have much faith in the 
SDQ because it always comes back with everything ‘definite’.” 
C6 
“I’m just thinking if kids are kic, ticking and scoring twos on a lot of these 
boxes they wouldn’t necessarily meet the referral criteria for us for mental 
health problems, so they might have attachment disorder but, but they cannot 
access our service as looked after children for attachment disorder on it’s 
own” 
C9 
“the other question that’s you know and um have you taken an overdose 
recently (laughs) have you deliberately self-harmed at a at a, in a risky way, 
and that would be your entry then, that would be your entry card to CAMHS” 
C7 
“…and we would automatically think attachment difficulty development 
trauma with a, a looked after child…but unless they met a specific criteria 
around mental health” 
C9 
“…I think there’s the assumption when when a child comes in, a referral and 
um, I think my colleagues anyway, automatically assume that there’s been 
some trauma which needs to be further explored before, it’s it’s just sort of 
rejected or it doesn’t meet the criteria bit um…” 
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Discussion 
The assessment of mental health in LAA is an area of current interest in the literature 
(Tarren-Sweeney, 2010). The present study sought to contribute to the field of trauma 
assessment by evaluating the utility and structure of the BAC-A (Tarren-Sweeney, 2013c) as 
a mental health screening tool for LAA. Due to the recognised mental health complexities 
inherent within this population (McAuley & Young, 2006; Tarren-Sweeney, 2013a), a mixed 
method approach was selected in order to gather a rich and comprehensive dataset from 
which to draw conclusions.  
The BAC-A: Validity and reliability 
In summary, the study findings suggest that the quantitative research question and hypotheses 
A, B, C and E were all, at least partially, met. The good associations between the BAC-A and 
the similar theoretical constructs of the SDQ Total and subscales supported earlier predictions 
and provides evidence of BAC-A scale construct validity (Aiken, 1996). This, together with 
the associations reported between the BAC-A and the global measure of psychopathology, 
the Child behaviour Checklist (Achenbach, 1991) at BAC-A development (Tarren-Sweeney, 
2013c), suggests the BAC-A has sound construct validity. Of all SDQ subscales, Conduct 
Difficulties demonstrated the highest association, mirroring that of the relationship between 
BAC-A and SDQ Total. Surprisingly, correlational investigations between BAC-A Total and 
pre-care maltreatment variables revealed few significant relationships. These included low 
reported correlation between physical abuse exposure and BAC-A Total, which did not reach 
predictive significance at regression analysis.Given that a number of studies report significant 
relationships between maltreatment and mental health symptomatology in children (Kisiel et 
al., 2014; Radford, Corral, Bradley, & Fisher, 2013), it was surprising that these effects were 
not found to be larger. However elevated levels of within-sample childhood abuse could have 
attenuated the salience of the maltreatment variables at analysis. Alternatively, the proportion 
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of adolescents with a history of physical abuse was more than double those with a sexual 
abuse history, increasing the likelihood that underlying associations would fail to reach 
significance. 
A similar pattern of results was observed in the regression analyses; providing partial 
evidence for hypotheses regarding the predictive relationship between study variables and 
BAC-A Total. The predictive validity of the SDQ Total was high, however secondary 
analysis identified Emotional and Conduct Difficulties as the only significant subscale 
predictors, with Conduct Difficulties predicting the largest amount of unique variance. This, 
in addition to earlier correlational analyses suggests the BAC-A may be more robust at 
capturing externalising attachment and trauma behaviour in LAA. Young people who have 
been exposed to abuse or rejection within a caregiving relationship display high levels of 
dysregulated and/or risky behaviour in interpersonal contexts (Scott, 2011). As such, 
evidence that externalising behaviour can obscure co-morbid emotional or developmental 
difficulties in other clinical populations (Polier, Vloet, Herpertz-Dalhmann, Laurens, & 
Hodgins, 2012; Sayal, Goodman, & Ford, 2006) carries significance for clinical teams, as 
behavioural issues alone are often not sufficient to warrant access to specialist CAMHS 
(Shivram et al., 2009).  
Female carer status was also associated with BAC-A Total. Within the literature male 
foster carers are often underrepresented (Gilligan, 2000) and it remains unclear whether this 
is reflective of general population demographics or sampling bias (McDermid, Holmes, 
Kirton, & Signorette, 2012). In the current study sample there was a disproportionate female 
to male carer ratio which could explain these effects. On the other hand the findings could be 
related to differential care roles and subsequent knowledge of LAA behaviour within 
male/female foster carer couples (Sinclair, Gibbs, Wilson, & Patten, 2004). As such further 
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research with a larger, gender representative sample would be necessary before conclusions 
could be drawn.   
The BAC-A as a unidimensional tool  
Internal consistency analyses were comparable to those reported at BAC-A development 
(Tarren-Sweeney, 2013c), providing further evidence of scale reliability. An unanticipated 
finding was the mixed internal reliability of the SDQ subscales with evidence of instability 
for Hyperactivity and Peer Relations in particular. Unlike other studies which report lower 
internal reliability in normal and clinical populations (Rothenberger et al., 2008; Stone, Otten, 
Engels, Vermulst, & Janssens, 2010), this study found high levels of internal reliability for 
the Conduct Difficulties SDQ subscale.  
The hypothesis predicting a stable internal structure for the BAC-A could not be 
accepted when, following structural analysis, a consistent underlying model for the BAC-A 
could not be interpreted. A four-factor structure as suggested by scree plot, eigenvalues, and a 
high total explained variance could not be reliably interpreted and further investigation into 
the possibility of a unidimensional structure was limited by low communalities across a 
number of items. A potential explanation could be that the four items measuring 
infrequent/more critical behaviours (Items 17-20) led to unstable underlying structures 
(Waller, 1989) due to rare behavioural events being measured in conjunction with more 
frequent behaviours (Items 1-16). However a selection of items 1 to 16 also evidenced low 
loadings, suggesting the final four items were not the origin of dimensional instability. 
Alternatively, low loading items could be suggestive of poor fidelity to BAC-A theoretical 
constructs (Gorsuch, 2015). Otherwise, low item to scale communalities could be indicative 
of high variability in responses caused by item misinterpretation. Interestingly, both foster 
carers and clinicians raised concerns during qualitative interviews that a number of BAC-A 
items could be misinterpreted by respondents due to wording or contextual issues, such as 
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respondent experience. The findings of the present PCA may have corroborated this but such 
concerns were not raised at the development of the ACA (Tarren-Sweeney, 2013b) from 
which BAC-A items were drawn. Finally, although tests of sampling adequacy suggested the 
current sample was sufficient for exploring underlying dimensions, the inconclusive findings 
could reflect the limitations of the sample size. As such replication with a larger sample could 
lead to more reliable interpretation of a four factor structure.  However the present study 
suggests that a single BAC-A Total score may not be a reliable representation of the variance 
in scores across all 20 items, and therefore the BAC-A may not be appropriate for use as a 
pre and post assessment measure. This is due to the possibility that specific items do not 
correlate sufficiently with the rest of the scale to contribute to a meaningful or reliable 
unidimensional score. Overall replication with a larger sample would be necessary before 
conclusions could be drawn regarding the BAC-A’s underlying structure. 
The utility of the BAC-A 
The utility questionnaire data suggested that both the SDQ and BAC-A have merits in their 
design and utility, as predicted by earlier hypotheses. Further qualitative investigation 
suggested that participants felt the BAC-A’s attachment and trauma focus was highly relevant 
for LAA and the professionals working with them. Such themes were judged to be 
inadequately captured within existing clinical questionnaires, including the SDQ (Goodman, 
1997). This is supported by a recent literature review which identified few assessment tools 
designed for child and adolescent populations with developmental trauma experiences 
(Denton et al., 2016). Foster carers and clinicians felt that the BAC-A could be successfully 
utilised in a number of roles, for example interview prompt, and baseline assessment tool, 
among others. Clinicians’ suggestion that the BAC-A be used to raise the profile of trauma is 
highly pertinent for current CAMHS teams, many of whom have experienced significant 
restructuring as a result of recent budget cuts (Docherty & Thornicroft, 2015), with possible 
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significant losses of clinician experience. As a result there may exist a dilution of knowledge 
and skills regarding issues of trauma and attachment that can run in tandem to diagnosable 
disorders (Ratnayake, Bowlay-Williams, Vostanis, 2014). Therefore the BAC-A is ideally 
suited to ‘fill the gap’ as a tool which raises awareness of symptoms pertinent to 
developmental trauma.  
Almost all participants, regardless of role, agreed the BAC-A would be insufficient as 
a stand-alone assessment or screening tool. Clinicians in particular, queried whether the 
BAC-A could facilitate CAMHS access due to absence of diagnostic information, although a 
lack of clarity was evident between teams regarding the necessity of such information at 
referral. Despite the recent development of guidelines recommending clearly-defined LAC 
care pathways (NICE, 2010), a lack of consensus still exists across mental health services 
about whether to accept referrals of LAC with attachment-related emotional and behavioural 
difficulties where there is no clear psychiatric diagnosis (Rao, Ali, & Vostanis, 2010). Early 
attachment disruption and Looked-After status is well-documented to correlate with varying 
developmental and psychological challenges in later life (Frederick & Goddard, 2008; Jones 
et al., 2008). However some LAC do not go on to develop significant psychopathology (Hass 
& Graydon, 2009) and guidance has yet to define the point at which intervention is required 
(Ratnayake et al., 2014). This lack of definition mirrors the ongoing debate within the 
literature; on the one hand there have been calls for broader mental health conceptualisations 
encompassing interpersonal, developmental perspectives and moving away from the use of 
diagnostic categories (such as the DTD and Complex Trauma proposals (van der Kolk, 2005; 
Cook et al., 2005)). Conversely such proposals were not included within DSM-V due to the 
potential overlap with well-established syndromes (Schmid, Petermann, & Fegert, 2013).  
The findings of this study suggest trauma and attachment information is of value 
within LAA assessments and is inadequately captured within existing tools. Although 
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attachment difficulties do not necessitate the presence of mental health difficulties, a narrow, 
diagnostically-driven referral system could mean that many LAA with significant needs are 
overlooked (DeJong, 2010). Particularly if they present with externalising behaviours 
(Vostanis, Bassi, Meltzer, Ford, & Goodman, 2008) that may be masking underlying 
emotional need. The complex needs of the Looked-After population have led to calls for 
multi-faceted assessment protocols which include the use of psychological formulation and 
inter-agency collaboration (Golding, 2010). Such approaches provide a means of stepping 
back from conceptualisations of mental health in only categorical, diagnostic terms, and 
encourage consideration of the wider systemic, developmental, social, and environment 
factors that contribute to mental health difficulties (BPS, 2015). Moreover the findings of 
internal instability within the SDQ subscales in the current study, suggests that symptomatic 
measures such as the SDQ may be unreliable in the assessment of LAAs and should not be 
the sole means of determining service access. The use of the BAC-A as an additional 
assessment tool could contribute to a wider conceptualisation of mental health in LAA by 
providing professionals with vital information regarding the attachment and trauma needs of 
the child, alongside symptomatic information captured by existing tools.  
Limitations & future direction 
This study was subject to a number of limitations in sample and design which require 
consideration. Firstly, although the overall sample size of the study was assessed to be 
adequate for planned analysis, it was smaller than expected when considering the 
implementation of a nationwide recruitment campaign. This may have been reflective of 
population demographics due to the high demand for foster carers of teenagers across the UK 
at present (Clarke, 2009). As discussed earlier, due to sample size limitations the study would 
benefit from replication with a larger, gender representative sample before firm conclusions 
regarding the effect of gender and the underlying structure of the BAC-A can be made.  
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Secondly, at telephone interviews, the sample consisted of entirely female foster 
carers. From a critical realist perspective within qualitative methodology, it is important that 
the findings be considered reflective of this group of women’s views at this particular time. 
Additional investigation with male foster carers would be necessary to determine the 
relevance of findings across the genders. The current study may also have benefitted from 
consultation with social care colleagues alongside therapist clinicians at focus group stage. 
Due to recent restructuring, many social workers previously situated within CAMHS settings 
have been relocated to Social Care. As such the opportunity to consider the BAC-A with an 
MDT spanning health and social care was limited and reflects the challenges services face 
implementing the inter-agency recommendations for children with complex needs 
(Department for Health, 2009).  
 Finally, qualitative analysis incorporated both focus group and interview data. Within 
focus groups participants are encouraged to develop rich discussion through interaction with 
one another alongside answering direct questions from facilitators (Krueger & Casey, 2000). 
As such there are limitations to the data gathered by individual interview only and repetition 
with focus groups of foster carers could generate additional important viewpoints.  
Conclusion 
The study provided good evidence for the validity and internal reliability of the BAC-A. 
Comparative analysis with SDQ subscales suggested the BAC-A is particularly good at 
screening for externalising attachment behaviours. Investigation of the internal structure of 
the BAC-A suggested a four-factor structure however exploration of the four, three and two 
factor structure interpretations provided at best weak theoretical interpretations or 
inconclusive results. Little evidence was found for the BAC-A having a unidimensional 
structure therefore further investigation with a larger sample would be necessary before 
conclusions could be made regarding the BAC-A’s underlying constructs and value as a pre- 
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and post-assessment tool.  Qualitative investigation suggested that the BAC-A’s themes of 
attachment and trauma are highly relevant for Looked-After populations but participants were 
concerned that item wording could be open to misinterpretation. In addition, clinicians 
reported that items on the adolescent version would also be relevant to younger children, 
suggesting a developmental cut-off may not be appropriate.  Overall the study suggests the 
BAC-A is a useful tool for raising the profile of trauma and attachment within clinical teams, 
particularly in services where there is a strong emphasis on diagnostic criteria (such as 
CAMHS). Using the BAC-A may encourage professionals to think beyond diagnosis to the 
context of LAA behaviour within wider systemic and environmental factors, as recommended 
by best practice guidelines (NICE, 2010) and recent LAC research (Tarren-Sweeney, 2010). 
Due to the complexity of the LAA population, assessment protocols cannot rely on outcome 
measures alone. Therefore the BAC-A would be most valuable used as part of a 
comprehensive, holistic screening or assessment package in conjunction with measures of 
general psychopathology such as the SDQ. Future research recommendations would include 
comparison of the BAC-A against existing trauma or attachment measures in order to further 
evidence the measure’s validity. Additionally studying the BAC-A’s utility as part of a LAA 
assessment pathway using a repeated measures or longitudinal design would be a useful 
means of investigating questions regarding the value of the BAC-A as a routine outcome 
measure.   
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24. Appendix X - Scree plot and SPSS output table for the first Principal Component 
Analysis with Direct Oblimin rotation. 
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Appendices 
Appendix A 
A two page flow diagram of the design, recruitment, analysis, and write-up of current study 
(Project Branch 2) situated within a larger, two-branch project.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Research Project investigating the Brief Assessment Checklist 
for Children (BAC-C) and Adolescents (BAC-A) in order to 
inform a trauma pathway for children with developmental 
trauma 
Project Branch 2 Criteria 
Investigation of the BAC-A 
lead by Author 
Foster Carers & Kinship 
Carers of adolescents 12-
17years 
Project Branch 1 Criteria 
Investigation of the BAC-C 
lead by other Trainee 
Clinical Psychologist 
Foster Carers & Kinship 
Carers of children 4-11years 
Preliminary discussions for 
design and implementation of 
study developed by all 
researchers 
Proposal Development, 
write-up and submission 
for Project Branch 2 
Survey Development 
Online survey creation & 
field trials 
Recruitment of Foster 
Carers  
Joint recruitment efforts 
between Project Branch 1 
and 2. Recruitment to overall 
project Landing Page 
Proposal Development, 
write-up and submission for 
Project Branch 1 
Survey Development 
Online survey creation & 
field trials 
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Data Gathering 
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unique to Project Branch 2 
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from Project Branch 2 
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Clinicians  
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Trust 
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Recruitment of Foster 
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Data Analysis 
All quantitative and 
qualitative data from 
Online Survey, foster carer 
interviews and Clinician 
focus groups analysed 
separately to Project 
Branch 1 
 
Write-up for Submission 
Project Branch 2 written 
up separately to Project 
Branch 1 in partial 
fulfilment of the degree of 
Doctor of Psychology by 
Author.   
 
Data Analysis 
All quantitative and 
qualitative data from 
Online Survey, foster carer 
interviews and Clinician 
focus groups analysed 
separately to Project 
Branch 2 
 
Write-up for Submission 
Project Branch 1 written 
up separately to Project 
Branch 2 in partial 
fulfilment of the degree of 
Doctor of Psychology by 
other Trainee 
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Appendix B 
 
The Brief Assessment Checklist for Adolescents (BAC-A; Tarren-Sweeney, 2013) 
 
 
 
 
 
 
 
Removed from E-Thesis for copyright purposes 
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Appendix C 
 
The Strengths and Difficulties Questionnaire (Goodman, 1997) 
 
 
 
 
 
 
 
 
 
 
Removed from E-Thesis for copyright purposes 
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Appendix D 
 
Copy of letter of ethical approval from the University of Surrey faculty ethics committee 
 
Chair’s Action 
 
Proposal Ref:   
 
1085-PSY-15 
Name of 
Student/Trainees:  
 
 
RUTH DENTON, CATHERINE FROGLEY 
Title of Project: Improving Access to Mental Health Services for 
Looked After children: An Evaluation of the Brief 
Assessment Checklist for Children/Adolescents 
  
Supervisor: Mary John 
  
Date of submission: 
 
Date of confirmation 
email: 
19th January 2015 
 
19th March 2015 
  
  
The above Research Project has been submitted to the FAHS Ethics Committee and  
has received a favourable ethical opinion from the Faculty of Arts and Human 
Sciences Ethics Committee with minor conditions. Confirmation has been received 
that the conditions stipulated after ethical review have now been addressed and 
compliance with these conditions has been documented. 
 
The final list of documents reviewed by the Committee is as follows: 
 
Protocol Cover sheet  
Summary of the project 
Detailed protocol for the project 
Participant Information sheet 
Consent Form 
 
This documentation should be retained by the student/trainee in case this project is 
audited by the Faculty Ethics Committee. 
 
Signed and Dated: _________________ 
                                   Professor Bertram Opitz 
  Chair 
Please note: 
If there are any significant changes to your proposal which require further scrutiny, please contact the 
Faculty Ethics Committee before proceeding with your Project. 
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Appendix E 
 
Foster carer consent forms for focus groups 
 
 
                                                             Consent Form 
 
Improving Access to Mental Health Services for Looked-after Children: An Evaluation of 
the Brief Assessment Checklist for Adolescents 
Participant Identification Number: 
Researcher:  
Please initial box 
 
1. I confirm that I have read and understand the information sheet dated 
21st September 2015 for the above study. I have had the opportunity to 
consider the information, ask questions and have had these answered 
satisfactorily.  
 
2. I understand that my participation is voluntary and that I am free to 
withdraw at any time without giving any reason, without my social care 
or legal rights being affected.  
 
3. I agree to being recorded for the purposes of the research study and 
understand that my responses will remain anonymous.  
 
4. I agree to take part in the above study.  
 
 
 
 
Name of Participant     Date    Signature 
 
 
Name of Researcher     Date    Signature  
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Appendix F 
 
Participant consent form for CAMHS clinicians 
 
 
                                                                Consent Form 
Study Name: 
Participant Identification Number: 
Researcher:  
Please initial box 
 
5. I confirm that I have read and understand the information sheet dated 
14/05/2015 for the above study. I have had the opportunity to consider 
the information, ask questions and have had these answered 
satisfactorily.  
 
6. I understand that my participation is voluntary and that I am free to 
withdraw at any time without giving any reason, without my social care 
or legal rights being affected.  
 
7. I agree to respect the privacy of other participants and not to discuss 
other participants or their opinions outside the focus group without their 
permission 
 
8. I agree to being recorded for the purposes of the research study and 
understand that my responses will remain anonymous.  
 
 
9. I agree to take part in the above study.  
 
 
 
Name of Participant     Date    Signature 
 
 
Name of Researcher     Date    Signature  
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Appendix G 
 
Participant information sheet for foster carer focus group  
 
 
                                           University of Surrey 
                                        Department of Psychology 
Improving Access to Mental Health Services for Looked-
after Children: An Evaluation of the Brief Assessment Checklist for 
Children/Adolescents 
 
Who are we? 
The researchers; Ruth Denton and Catherine Frogley, are Trainee Clinical Psychologists 
Surrey's Doctorate of Clinical Psychology Programme. As part of their qualification they are 
required to undertake a piece of research in a clinical area. 
 
What is the project about? 
Many Looked-after Children (LAC) are referred to mental health services (CAMHS) with a 
range of emotional and behavioural difficulties. Sometimes CAMHS staff use questionnaires 
to inform the referral process and gather a good range of information about the child. 
Frequently foster carers may be asked to complete these questionnaires as they are likely to 
be the most informed about the child's strengths and difficulties and their behaviour in the 
home.  
We are interested in evaluating two mental health screening tools; the Brief Assessment 
Checklist for Children (BAC-C) and the Brief Assessment Checklist for Adolescents (BAC-
A) against the Strengths and Difficulties Questionnaire (SDQ) to determine which one best 
captures the difficulties Looked-after Children face.  
What does the study involve? 
 
Part 1 
 
The first part of the study involves answering some questions about the child in your care, 
completing the SDQ and either the BAC-C or BAC-A (depending on the age of your child) in 
relation to the child who is currently placed with you. We will then ask you to complete two 
evaluation surveys in which you can rate your opinion of both assessment questionnaires.  
 
Part 2 
The second part of the study involves a small group discussion about the online 
questionnaires with up to 6 other foster carers. This session will be recorded so that each 
individual's opinions are accurately documented. The recording will not be used to identify 
individual foster carers and will be totally anonymous. 
The session will take up to 120 minutes. Please let the researchers know if you would like to 
be involved in Part 2 of the study by giving your email address at the end of the online survey 
in part 1.  
Parking costs will be reimbursed if required. 
 
What happens afterwards? 
After the questionnaires are completed the results will be used to determine which assessment 
questionnaire is most useful and informative according to the foster carers we have asked. 
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The questionnaires will also be taken to a discussion group of Child and Adolescent Mental 
Health workers for them to discuss. 
This study forms a significant part of the academic requirement for the Doctorate of Clinical 
Psychology programme. As such the results will be written up and the final report submitted 
for examination and for publication in a peer-review journal. All written reports will not 
contain any personally identifiable data. 
The final report can be made available to foster carers who wish to know the outcome of the 
study. Please tick the box when prompted online if you wish to have access to an electronic 
copy of the summary report. 
 
What if I wish to withdraw? 
You may withdraw your consent at any time. This will not affect the way in which you are 
treated by the project team. The team may ask you why you have chosen to withdraw from 
the study although you are not obliged to answer this.  
 
How will my information be stored? 
Research data will be stored securely at the University of Surrey for at least 10 years, in line 
with University policy. Any information provided by you for the study will be stored securely 
in the University of Surrey Psychology Department or on encrypted memory stick if it is an 
electronic file. There will be no identifiable or personal information included in the 
study write-up regarding individual foster carers or children. Any personal data will be 
handled in accordance with the Data Protection Act 1998. 
 
Are there any risks? 
If you choose to participate in this study there is the potential that the material in the 
assessment instruments or discussed by other participants is of an upsetting nature. The 
assessment instruments are designed for foster carers to complete and therefore this risk is 
very low. However the questionnaires ask questions about behaviour in Looked-after 
Children that could be upsetting to discuss or think about e.g. ripping of clothing.  
If you feel affected by what is being discussed during the study please speak to one of the 
researchers who will encourage you to liaise with your placement social worker.  
Please note that the researchers are not trained to interpret your scores on the questionnaires 
and therefore will not be able to provide any clinical advice or information about your child 
or young person. If you do have any concerns about your child, we advise you to discuss this 
with your placement social worker.  
 
What if I have questions about the survey? 
If you have any questions or concerns about the study once it has been completed please feel 
free to speak with. 
 
Dates of the Study: The project will run from January 2015 to March 2016 
 
Contact Details: 
Research Team: 
Ruth Denton (r.denton@surrey.ac.uk)  
Catherine Frogley (c.frogley@surrey.ac.uk) 
 
Project Supervisors: 
 
Dr. Mary John (m.john@surrey.ac.uk) 
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Dr. Sue Jackson (s.jackson@surrey.ac.uk) 
 
If you have any further questions or are unhappy with any part of the study procedure please 
contact the University of Surrey Ethics Committee on the following details: 
Research Integrity and Governance Office – 01483 689103 / 682051 
General Inquiries – ethics@surrey.ac.uk 
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Appendix H 
 
Participant information sheet for telephone interviews 
 
                                            
 
 
 
University of Surrey                                                                       
   Department of Psychology 
Improving Access to Mental Health Services for Looked-after Children Study 
 
Who are we? 
The researchers; Ruth Denton and Catherine Frogley, are Trainee Clinical Psychologists 
Surrey's Doctorate of Clinical Psychology Programme. As part of their qualification they are 
required to undertake a piece of research in a clinical area. 
 
What is the project about? 
Many Looked-after Children (LAC) are referred to mental health services (CAMHS) with a 
range of emotional and behavioural difficulties. Sometimes CAMHS staff use questionnaires 
to inform the referral process and gather a good range of information about the child. 
Frequently foster carers may be asked to complete these questionnaires as they are likely to 
be the most informed about the child's strengths and difficulties and their behaviour in the 
home.  
We are interested in evaluating two mental health screening tools; the Brief Assessment 
Checklist for Children (BAC-C) and the Brief Assessment Checklist for Adolescents (BAC-
A) against the Strengths and Difficulties Questionnaire (SDQ) to determine which one best 
captures the difficulties Looked-after Children face.  
 
What do the telephone interviews involve? 
The telephone interviews are an opportunity for you to share your views on the Brief 
Assessment Checklist with a member of the research team over the telephone. The 
conversation will be recorded and later transcribed so that each individual's opinions are 
accurately documented. The recording will not be used to identify individual foster carers and 
transcripts will be anonymised so that participants are not identifiable. 
The telephone conversation will last between 30 - 60 minutes. 
 
What happens afterwards? 
This study forms a significant part of the academic requirement for the Doctorate of Clinical 
Psychology programme. As such the results will be written up and the final report submitted 
for examination and for publication in a peer-review journal. All written reports will not 
contain any personally identifiable data. 
The final report can be made available to foster carers who wish to know the outcome of the 
study. Please let the research team know if you are interested in receiving a copy of the 
summary report. 
 
What if I wish to withdraw? 
You may withdraw your consent at any time. This will not affect the way in which you are 
treated by the project team. The team may ask you why you have chosen to withdraw from 
the study although you are not obliged to answer this.  
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How will my information be stored? 
 
Research data will be stored securely at the University of Surrey for at least 10 years, in 
line with University policy. Any information provided by you for the study will be stored 
securely in the University of Surrey Psychology Department or on encrypted memory stick if 
it is an electronic file. There will be no identifiable or personal information included in the 
study write-up regarding individual foster carers or children. Any personal data will be 
handled in accordance with the Data Protection Act 1998. 
 
Are there any risks? 
If you feel affected by what is being discussed during the interview please let the research 
team member know and they will encourage you to liaise with your placement social worker.  
Please note that the researchers are not trained to interpret your scores on the questionnaires 
and therefore will not be able to provide any clinical advice or information about your child 
or young person. If you do have any concerns about your child, we advise you to discuss this 
with your placement social worker.  
 
What if I have questions about the survey? 
If you have any questions or concerns about the study once it has been completed please feel 
free to speak with. 
 
Dates of the Study: The project will run from January 2015 to March 2016 
 
Contact Details: 
Research Team: 
Ruth Denton (r.denton@surrey.ac.uk)  
Catherine Frogley (c.frogley@surrey.ac.uk) 
 
Project Supervisors: 
Dr. Mary John (m.john@surrey.ac.uk) 
Dr. Sue Jackson (s.jackson@surrey.ac.uk) 
If you have any further questions or are unhappy with any part of the study procedure please 
contact the University of Surrey Ethics Committee on the following details: 
Research Integrity and Governance Office – 01483 689103 / 682051 
General Inquiries – ethics@surrey.ac.uk 
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Appendix I 
 
Information sheet for clinician focus groups 
   
  
 
 
 
Improving Access to Mental Health Services for Looked-after Children: An Evaluation 
of the Brief Assessment Checklist for Children/Adolescents 
 
Participant Information Sheet 
 
Who are we? 
The researchers; Ruth Denton and Catherine Frogley, are Trainee Clinical Psychologists at 
the University of Surrey's Doctorate of Clinical Psychology Programme. As part of their 
qualification they are required to undertake a piece of research in a clinical area. 
 
What is the project about? 
Many Looked-after Children (LAC) are referred to mental health services (CAMHS) with a 
range of emotional and behavioural difficulties. Sometimes CAMHS staff use questionnaires 
to inform the referral process and gather a good range of information about the child. 
Frequently, foster carers may be asked to complete these questionnaires as they are likely to 
be the most informed about the child's strengths and difficulties and their behaviour in the 
home.  
We are interested in evaluating two mental health screening tools; the Brief Assessment 
Checklist for Children (BAC-C) and the Brief Assessment Checklist for Adolescents (BAC-
A) against the Strengths and Difficulties Questionnaire (SDQ) to determine which one best 
captures the difficulties Looked-after Children face.  
 
What does the study involve? 
We would like to invite clinicians from CAMHS to a small group discussion of up to 6 
people with the aim of discussing the mental health screening tools. We will ask each 
individual to look over an example questionnaire with anonymised data prior to discussion. 
This session will be recorded so that each individual's opinions are accurately documented. 
The recording will not be used to identify any individual. The session will last up to 120 
minutes. 
Parking costs will be reimbursed if required. 
 
What happens afterwards? 
After the discussion, the recordings will be transcribed verbatim and discussion themes will 
be generated by qualitative analysis.  
This study forms a significant part of the academic requirement for the Doctorate of Clinical 
Psychology programme. As such the results will be written up and the final report submitted 
for examination and for publication in a peer-review journal. No personally identifiable data 
will be contained within any of the written reports.  
 
What if I wish to withdraw? 
You may withdraw your consent at any time. This will not affect the way in which you are 
treated by the project team. The team may ask you why you have chosen to withdraw from 
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the study although you are not obliged to answer this. Any future employment at the 
University would not be affected by your decision to withdraw. 
 
How will my information be stored? 
The consent form will be stored securely within the Department of Psychology at the 
University of Surrey and will only be accessed by the research team. The data collected 
within the focus group will be stored on an encrypted memory stick and identifiable 
information will be removed from the transcript following transcription. Research data will 
be stored securely at the University of Surrey for at least 10 years, in line with University 
policy. Any personal data will be handled in accordance with the Data Protection Act 1998. 
 
Are there any risks? 
If you choose to participate in this study, it is possible that the information within the 
assessment tools and discussion amongst participants may be of a sensitive nature and may be 
upsetting for some. For example, the questionnaires ask about behaviour in Looked-after 
Children that could be upsetting to discuss or think about e.g. ripping of clothing. However, 
the assessment instruments are designed for foster carers to complete and therefore this risk is 
low. If you do become upset  
If you feel affected by what is being discussed during the study please speak to one of the 
researchers who will encourage you to liaise with your CAMHS line manager.  
 
What if I have questions? 
If you have any questions or concerns about the study once it has been completed please feel 
free to speak with the research team or project supervisors.  
 
Contact Details: 
Research Team: 
Ruth Denton (r.denton@surrey.ac.uk)  
Catherine Frogley (c.frogley@surrey.ac.uk) 
 
Project Supervisors: 
 
Dr. Mary John (m.john@surrey.ac.uk) 
Dr. Sue Jackson (s.jackson@surrey.ac.uk) 
 
Dates of the Study: The project will run from May 2015 to March 2016. 
If you have any further questions or are unhappy with any part of the study procedure please 
contact (NHS Trust name) Research & Development Team 
Research Office – 01273 265896 
General Inquiries – (trust research and development email contact given) 
This study has been reviewed and received a favourable ethical opinion from the University 
of Surrey Faculty of Arts and Human Sciences Ethics Committee 
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Appendix J 
 
Foster carer debrief sheet, details of which were supplied following completion of the online 
survey, focus group and telephone interview. 
 
Debrief Information Sheet 
 
Improving Access to Mental Health Services for Looked-after Children: An Evaluation 
of the Brief Assessment Checklist for Children/Adolescents 
 
The study was an investigation into two assessment measures which may be helpful for 
assessing mental health difficulties in looked-after children between 4 and 17 years.  
The study aimed to promote better access to mental health services for Looked-after Children 
and Adolescents and in doing so reduce the impact of earlier traumatic experiences. 
As you might already be aware, children and young people coming into the local authority 
care system will often have experienced difficult life events such as abuse, neglect, 
bereavement, disability or serious illness in one or both parents. As a result they may be more 
vulnerable to developing mental health difficulties.  
It is important that services provide early mental health assessment and intervention for 
looked-after children and young people in order to manage difficult behaviours and emotions, 
and reduce the risk of placement breakdown. During the referral process, Child and 
Adolescent Mental Health Services (CAMHS) will often ask foster carers to complete 
questionnaires about the child/young person, as they are usually the most informed about the 
child’s strengths and difficulties.   
The current study sought to evaluate two new screening tools: the BAC-C/BAC-A (Brief 
Assessment Checklist for Children/Adolescents), in comparison to the widely used SDQ 
(Strengths and Difficulties Questionnaire).   
Foster carers were asked to give information about a child in their care, complete the SDQ, a 
quality of life scale and the BAC-C/A and to answer questions about each measure on a 
utility questionnaire. They were then given the opportunity to discuss their experience of the 
screening tools in more detail with a member of the research team. Finally, clinicians 
working in CAMHS were invited to take part in a small focus group to discuss the utility of 
the instruments within the referral and assessment of looked-after children and young people. 
Thank you for taking the time to be involved in this research project. Your help is greatly 
appreciated and will help inform the assessment and treatment of looked-after children in the 
future. 
 
If you were affected by anything within this research project please talk to your allocated 
Social Worker. Alternatively, you may find the following contacts useful: 
 
The Fostering Network 
Tel: 0207 401 9582 (10am-3pm, Monday to Friday) 
Email: info@fosteringnetwork.net 
Website: www.fostering.net/all-about-fostering 
 
British Association of Adoption and Fostering (BAAF) 
Tel: 020 3597 6116 - Advice given Mon-Fri, 9am - 1pm.  
Email: adviceengland@baaf.org.uk 
Website: www.baaf.org.uk 
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What if I want to know more? 
If you would like to receive a report of this research when it is completed (or a summary of 
the findings), please contact the researchers Catherine Frogley (Trainee Clinical 
Psychologist) at c.frogley@surrey.ac.uk and/or Ruth Denton (Trainee Clinical Psychologist) 
r.denton@surrey.ac.uk. 
 
What if I have a concern? 
Any concerns or complaints about any aspect of the way you have been dealt with 
during the course of the study will be addressed. Please contact the project supervisors: 
Mary John (m.john@surrey.ac.uk) 
Dr Sue Jackson (s.jackson@surrey.ac.uk).  
If you have any further questions please contact the University of Surrey Ethics Committee 
on the following details: 
Research Integrity and Governance Office – 01483 689103 / 682051 
General Inquiries – ethics@surrey.ac.uk 
 
Thank you again for your participation 
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Appendix K 
 
Clinician debrief sheet 
 
Debrief Information Sheet 
 
Improving Access to Mental Health Services for Looked After Children: An Evaluation 
of the Brief Assessment Checklist for Children/Adolescents 
 
The study was an investigation into two assessment measures which may be helpful for 
assessing mental health difficulties in looked after children aged (4-11)/(12-17) years.  
The study aimed to promote better access to mental health services for Looked After Children 
and Adolescents and in doing so reduce the impact of earlier traumatic experiences. 
As you might already be aware, children and young people coming into the local authority 
care system will often have experienced difficult life events such as abuse, neglect, 
bereavement, disability or serious illness in one or both parents. As a result they may be more 
vulnerable to developing mental health difficulties.  
It is important that services provide early mental health assessment and intervention for 
looked after children and young people in order to manage difficult behaviours and emotions, 
and reduce the risk of placement breakdown. During the referral process, Child and 
Adolescent Mental Health Services (CAMHS) will often ask foster carers to complete 
questionnaires about the child/young person, as they are usually the most informed about the 
child’s strengths and difficulties.   
The current study sought to evaluate two new screening tools: the BAC-C/BAC-A (Brief 
Assessment Checklist for Children/Adolescents), in comparison to the widely used SDQ 
(Strengths and Difficulties Questionnaire).   
We asked clinicians working in CAMHS to take part in a small focus group to discuss the 
utility of the instruments within the referral and assessment of looked after children and 
young people. 
Thank you for taking the time to be involved in this research project. Your help is greatly 
appreciated and will help inform the assessment and treatment of looked after children in the 
future. 
If you were affected by anything within this research project please speak with your line 
manager.  
What if I want to know more? 
If you would like to receive a report of this research when it is completed (or a summary of 
the findings), please contact the researchers Catherine Frogley (Trainee Clinical 
Psychologist) at c.frogley@surrey.ac.uk and/or Ruth Denton (Trainee Clinical Psychologist) 
r.denton@surrey.ac.uk. 
What if I have a concern? 
Any concerns or complaints about any aspect of the way you have been dealt with 
during the course of the study will be addressed. Please contact the project supervisors: 
Mary John (m.john@surrey.ac.uk) 
Dr Sue Jackson (s.jackson@surrey.ac.uk).  
If you have any further questions please contact the University of Surrey Ethics Committee 
on the following details: 
Research Integrity and Governance Office – 01483 689103 / 682051 
General Inquiries – ethics@surrey.ac.uk 
 
Thank you again for your participation 
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Appendix L 
 
Interview schedule for foster carer focus groups 
 
Topic Guide for Foster Carers 
 
Thank you for getting involved in our study, we really appreciate your help. As you know, 
we are interested in gathering more information from you about the Brief Assessment 
Checklist which you filled out online.  
Have you got any questions about the project after reading the information sheet?  
We will be recording this phone call on a Dictaphone and it will be stored securely on an 
encrypted memory stick. If at any point you would like to stop the interview that is fine. Are 
you happy to begin? 
 
[Formally ask for consent to tape record] 
 
- What will happen to it, access, storage, transcribing 
- Any names disclosed etc 
1. In anticipation of this phone call. I wondered if there was anything in particular you wanted to 
tell me about your experience of being involved in the study or wanted me to know in relation 
to our study?   
a. How do you think questionnaires can be useful? 
 
2. We asked you in the online survey about your experience of filling out the Brief Assessment 
Checklist. Did you have anything you wanted to add about what it was like to fill out? 
a. The way the questions/statements are worded? 
b. Length of time it takes to complete 
c. Did you feel confident completing the BAC yourself (i.e., without the support of a 
professional)? 
 
3. Have you been sent a questionnaire like the BAC/SDQ in the past? 
a. If you have completed them in the past, how do you think the information is used?  
b. Do you think it could help your young person access services? 
c. What would prompt you to complete it? 
 
4. What do you think about the format of the BAC, should there be a version for young people? 
 
5. I wondered what you made of the BAC as compared to the SDQ which you will be very 
familiar with, how do you think the BAC compares to the SDQ? 
 
6. In what way does the BAC capture important information about your young person? 
a. Is there anything it doesn’t ask that you think it should? 
 
7. What role do you think it could have in services for looked-after children? 
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Appendix M 
 
Interview schedule for CAMHS clinician focus groups 
 
CAMHS Focus Group Questions 
 
Thank you for getting involved in our study, we really appreciate your help. As you are 
aware, we are interested in gathering information from you about a new questionnaire 
designed to assess looked-after children; the Brief Assessment Checklist.  
 
First of all, do you have any questions about the project after reading the information sheet?  
 
First of all, we will give you approximately 20 minutes to have a look through the Brief 
Assessment Checklists and the SDQ to gather your thoughts on these questionnaires. Please 
feel free to make notes.  
 
*pause to look at questionnaires* 
 
We will be recording this focus group on a Dictaphone. As detailed in the information sheet, 
it will be stored securely on an encrypted memory stick. One of us will transcribe the focus 
group and will remove any personal information from the transcript so that you will not be 
identified. If at any point you would like to stop the recording that is fine, please let us know.  
 
Are you happy to begin? 
 
 After having had a chance to look over the Brief Assessment Checklists, what are 
your initial impressions of the questionnaires? 
o Length 
o Wording 
o Question content  
 
 What is your opinion of using brief questionnaires in the assessment of children and 
young people who have suffered trauma? 
 
 Which children in this service would you consider using this questionnaire for?  
 
 
 How could you see /envisage the Brief Assessment Checklists questionnaires being 
used within this service?  
 
 How does the questionnaire compare to questionnaires already used in this service? 
 
- How do the Brief Questionnaires compare to the SDQ? 
 
 What are your thoughts about the child and adolescent versions of the questionnaire? 
  
 The Brief Questionnaires come in carer-only format, unlike the SDQ which has a 
youth-report version, what are your thoughts on this? 
Any other thoughts comments 
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Appendix N 
Print screen of landing page for foster carer online survey 
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Appendix O 
 
Normality tests for control and study variables 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Tests of Normality 
 
Kolmogorov-Smirnov
a
 Shapiro-Wilk 
Statistic df Sig. Statistic df Sig. 
What is your gender? .518 111 .000 .404 111 .000 
What gender is this young person? .352 111 .000 .636 111 .000 
Under what circumstances was this 
young person brought into care? 
Please tick all that are relevant.-
Exposure to physical abuse 
.380 111 .000 .628 111 .000 
Under what circumstances was this 
young person brought into care? 
Please tick all that are relevant.-
Exposure to sexual abuse 
.499 111 .000 .467 111 .000 
How long have you cared for this 
young person? 
.294 111 .000 .797 111 .000 
SDQ Emotional subscale total score .109 111 .003 .964 111 .004 
SDQ Conduct Behaviours Total 
Score 
.107 111 .003 .949 111 .000 
SDQ Hyperactivity Total Score .125 111 .000 .962 111 .003 
SDQ Peer relations total score .105 111 .004 .968 111 .009 
SDQ Prosocial Total score .113 111 .001 .956 111 .001 
SDQ Total score .062 111 .200
*
 .975 111 .033 
Brief Assessment Checklist Total 
Score 
.068 111 .200
*
 .981 111 .111 
*. This is a lower bound of the true significance. 
a. Lilliefors Significance Correction 
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Appendix P 
 
Normality plots (histograms) for control variables (1 to 5) 
 
1. Carer Gender 
 
 
2. Young Person Gender 
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3. Exposure to Physical Abuse 
 
 
4. Exposure to Sexual Abuse 
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5. Length of Current Placement 
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Appendix Q 
Normality plots (histogram, Q-plot, and box plot) for SDQ Subscale Emotional Difficulties 
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Appendix R 
 
Normality plots (histogram, Q-plot, and box plot) for SDQ Subscale Conduct Difficulties 
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Appendix S 
Normality plots (histogram, Q-plot, and box plot) for SDQ Subscale Hyperactivity 
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Appendix T 
 
Normality plots (histogram, Q-Plot and box plot) for SDQ Subscale Peer Relation Difficulties 
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Appendix U 
 
Normality plots (histogram, Q-Plot, and box plot) for SDQ Subscale Prosocial Behaviour 
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Appendix V 
 
Normality plots (histogram, Q-plot, and box plot) for SDQ Total Difficulties Score 
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Appendix W 
 
Normality plots (histogram, Q-plot, and box plot) for BAC-A Total Score 
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Appendix X 
 
Scree plot and SPSS ‘Total variance explained’ output table for the first Principal Component 
Analysis which failed to rotate after 25 iterations. 
 
1. Scree Plot 
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2. Total Variance Explained Output Table 
 
Total Variance Explained 
Component 
Initial Eigenvalues 
Extraction Sums of Squared 
Loadings 
Total 
% of 
Variance 
Cumulative 
% Total 
% of 
Variance Cumulative % 
1 6.900 34.498 34.498 6.900 34.498 34.498 
2 1.997 9.986 44.484 1.997 9.986 44.484 
3 1.480 7.402 51.886 1.480 7.402 51.886 
4 1.349 6.743 58.629 1.349 6.743 58.629 
5 .979 4.894 63.523    
6 .835 4.177 67.700    
7 .794 3.970 71.669    
8 .767 3.835 75.504    
9 .727 3.637 79.141    
10 .688 3.438 82.579    
11 .593 2.967 85.546    
12 .507 2.535 88.081    
13 .461 2.307 90.388    
14 .402 2.012 92.399    
15 .362 1.811 94.211    
16 .334 1.670 95.880    
17 .267 1.333 97.214    
18 .234 1.168 98.382    
19 .188 .938 99.319    
20 .136 .681 100.000    
Extraction Method: Principal Component Analysis. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Page 118 of 209 
 
Appendix Y 
 
Factor loadings and SPSS ‘Total Variance Explained’ output table for a principal component 
analysis with direct oblimin rotation for 19 items of the Brief Assessment Checklist for 
Adolescents
1 
 
1. Factor Loadings 
Item 
Factor 
1 
Factor 
2 
Factor 
3 
Factor 
4 
Communalities 
Constantly seeking 
excitement or thrills 
.07 -.08 -.44 .37 .41 
Craves attention .57 -.31 -.12 .25 .57  
Does not share with 
friends 
.35 .21 -.33 .20 .47  
Does not show affection .00 .70 -.38 .04 .67  
Feels victimised or 
misunderstood 
.74 .24 .15 -.11 .59  
Gorges food -.09 .13 -.05 .71 .51  
Hides feelings .03 .79 .05 .04 .64  
Impulsive (acts rashly 
without thinking) 
.52 .09 -.34 .13 .56  
Lacks empathy or guilt .38 .09 -.54 .20 .66  
Relates to strangers ‘as if 
they were family’ 
.28 -.15 -.05 .70 .73  
Resists being comforted 
when hurt 
.29 .49 -.33 .11 .57  
Shows intense and 
inappropriate anger 
.79 -.02 -.10 .07 .71  
Too friendly with 
strangers 
.40 -.21 -.12 .58 .72  
Too jealous .73 -.13 -.04 .16 .66  
Tries too hard to please 
other young people 
.25 -.10 .63 .41 .59  
Withdrawn .15 .63 .32 .27 .65  
Appears dazed like in a 
trance 
-.13 .22 .14 .71 .51  
Intense reaction to 
criticism 
.78 .19 .25 -.14 .63 
Sudden or extreme mood 
changes 
.83 -.01 -.04 -.08 .66 
1
Factor loadings greater than .4 in bold, according to Stevens (1992) recommendation for factor 
interpretation 
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2. SPSS output of Total Variance Explained by a PCA with 19 items of the BAC-A 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Total Variance Explained 
Component 
Initial Eigenvalues 
Extraction Sums of Squared 
Loadings 
Rotation 
Sums of 
Squared 
Loadings
a
 
Total 
% of 
Variance 
Cumulative 
% Total 
% of 
Variance 
Cumulativ
e % Total 
1 6.716 35.346 35.346 6.716 35.346 35.346 5.738 
2 1.996 10.504 45.850 1.996 10.504 45.850 2.480 
3 1.456 7.665 53.515 1.456 7.665 53.515 2.009 
4 1.343 7.070 60.585 1.343 7.070 60.585 4.081 
5 .904 4.760 65.345     
6 .822 4.327 69.673     
7 .769 4.047 73.720     
8 .732 3.853 77.573     
9 .689 3.624 81.197     
10 .608 3.199 84.396     
11 .553 2.909 87.305     
12 .464 2.444 89.749     
13 .409 2.150 91.899     
14 .370 1.945 93.844     
15 .334 1.758 95.601     
16 .272 1.433 97.035     
17 .234 1.231 98.266     
18 .192 1.012 99.278     
19 .137 .722 100.000     
Extraction Method: Principal Component Analysis. 
a. When components are correlated, sums of squared loadings cannot be added to obtain a total 
variance. 
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Appendix Z 
 
SPSS ‘Total Variance Explained’ output table for a forced one factor principal component 
analysis with direct oblimin rotation for 20 items of the Brief Assessment Checklist for 
Adolescents 
 
 
Total Variance Explained 
Compone
nt 
Initial Eigenvalues 
Extraction Sums of Squared 
Loadings 
Total 
% of 
Variance Cumulative % Total 
% of 
Variance Cumulative % 
1 6.900 34.498 34.498 6.900 34.498 34.498 
2 1.997 9.986 44.484    
3 1.480 7.402 51.886    
4 1.349 6.743 58.629    
5 .979 4.894 63.523    
6 .835 4.177 67.700    
7 .794 3.970 71.669    
8 .767 3.835 75.504    
9 .727 3.637 79.141    
10 .688 3.438 82.579    
11 .593 2.967 85.546    
12 .507 2.535 88.081    
13 .461 2.307 90.388    
14 .402 2.012 92.399    
15 .362 1.811 94.211    
16 .334 1.670 95.880    
17 .267 1.333 97.214    
18 .234 1.168 98.382    
19 .188 .938 99.319    
20 .136 .681 100.000    
Extraction Method: Principal Component Analysis. 
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Appendix AA 
 
Pattern Matrix and SPSS ‘Total Variance Explained’ output table for a forced three factor 
structure principal component analysis with direct oblimin rotation on the Brief Assessment 
Checklist for Adolescents
1 
Item 
Factor 
1 
Factor 
2 
Factor 3 Communalities 
Constantly seeking excitement 
or thrills 
.67 -.10 .12 .39 
Craves attention .47 -.30 -.43 .57  
Does not share with friends .56 .19 -.09 .43  
Does not show affection .28 .71 .17 .68  
Feels victimised or 
misunderstood 
-.05 .28 -.71 .59  
Gorges food .61 .05 .08 .35  
Hides feelings -.05 .80 -.08 .64  
Impulsive (acts rashly without 
thinking) 
.46 .13 -.30 .45  
Lacks empathy or guilt .69 .10 -.08 .56  
Relates to strangers ‘as if they 
were family’ 
.72 -.21 -.21 .66  
Resists being comforted when 
hurt 
.44 .45 -.11 .52  
Shows intense and 
inappropriate anger 
.33 .02 -.64 .69  
Too friendly with strangers .71 -.26 -.26 .70  
Too jealous .40 -.11 -.57 .65  
Tries too hard to please other 
young people 
-.05 -.15 -.50 .24  
Withdrawn -.00 .60 -.29 .48  
Appears dazed like in a trance .46 .13 .07 .24  
Intense reaction to criticism -.08 .22 -.76 .61 
Sexual behaviour not 
appropriate for his or her age 
.48 .11 -.00 .27 
Sudden or extreme mood 
changes 
.16 .07 -.68 .59 
1
Factor loadings greater than .4 in bold, according to Stevens (1992) recommendation for factor 
interpretation 
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Interpretive Narrative 
A forced three factor structure principal component analysis did not meet Kaiser’s (1960) 
criterion for average communalities. Although the factor had at least four loadings of .6, a 
standard which confirms factor reliability (Guadagnoli & Velicer, 1988), there remained a 
number of low and significantly low loading items. Moreover the within-factor item loadings 
were such that a clear interpretation of the underlying constructs was not possible. Factor 1 
Total Variance Explained 
Component 
Initial Eigenvalues 
Extraction Sums of Squared 
Loadings 
Rotation 
Sums of 
Squared 
Loadings
a
 
Total 
% of 
Variance Cumulative % Total 
% of 
Variance 
Cumulativ
e % Total 
1 6.777 33.885 33.885 6.777 33.885 33.885 5.544 
2 1.983 9.915 43.800 1.983 9.915 43.800 2.485 
3 1.488 7.440 51.241 1.488 7.440 51.241 4.604 
4 1.364 6.820 58.061     
5 .972 4.858 62.919     
6 .853 4.265 67.184     
7 .809 4.047 71.232     
8 .758 3.792 75.023     
9 .723 3.614 78.637     
10 .687 3.436 82.073     
11 .621 3.107 85.180     
12 .519 2.595 87.775     
13 .456 2.281 90.057     
14 .414 2.069 92.125     
15 .390 1.950 94.075     
16 .329 1.643 95.719     
17 .276 1.378 97.096     
18 .257 1.284 98.380     
19 .189 .944 99.324     
20 .135 .676 100.000     
Extraction Method: Principal Component Analysis. 
a. When components are correlated, sums of squared loadings cannot be added to obtain a total variance. 
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was suggestive of general dysregulation but was compromised by the low loadings of items 
18 and 20. 
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Appendix AB 
 
Pattern Matrix and SPSS ‘Total Variance Explained’ output table for a forced two factor 
structure principal component analysis with direct oblimin rotation on the Brief Assessment  
Checklist for Adolescents
1 
 
Item Factor 1 Factor 2 Communalities 
Constantly seeking excitement or thrills .50 -.05 .24 
Craves attention .78 -.27 .57  
Does not share with friends .51 .24 .39  
Does not show affection -.00 .75 .56  
Feels victimised or misunderstood .46 .30 .38  
Gorges food .46 .10 .24  
Hides feelings -.11 .82 .63  
Impulsive (acts rashly without thinking) .60 .17 .45  
Lacks empathy or guilt .63 .16 .48  
Relates to strangers ‘as if they were family’ .82 -.15 .62  
Resists being comforted when hurt .38 .50 .50  
Shows intense and inappropriate anger .78 .06 .63  
Too friendly with strangers .85 -.20 .67  
Too jealous .80 -.07 .62  
Tries too hard to please other young people .37 -.15 .13  
Withdrawn .13 .62 .45  
Appears dazed like in a trance .33 .17 .17  
Intense reaction to criticism .49 .23 .35 
Sexual behaviour not appropriate for his or 
her age 
.40 .15 .21 
Sudden or extreme mood changes .66 .09 .48 
1
Factor loadings greater than .4 in bold, according to Stevens (1992) recommendation for factor 
interpretation 
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Interpretive Narrative 
The results of a forced two factor structure revealed a sufficient number of items loadings to 
confirm factor reliability (Guadagnoli & Velicer, 1988). However according to Kaiser’s 
(1960) criterion the average communalities remained below the recommended threshold of 
.7. Of all of the PCA analyses the two factor model appeared closest to simple structure with 
the highest number of items loading on the first factor. However two items did not fall on 
either of the factors and evidenced low communality to the overall measure. Finally, despite 
these results, the clustering of items on both factors proved a challenge for interpretation. The 
Total Variance Explained 
Comp
onent 
Initial Eigenvalues Extraction Sums of Squared Loadings 
Rotation 
Sums of 
Squared 
Loadings
a
 
Total 
% of 
Variance 
Cumulativ
e % Total 
% of 
Variance Cumulative % Total 
1 6.777 33.885 33.885 6.777 33.885 33.885 6.565 
2 1.983 9.915 43.800 1.983 9.915 43.800 3.030 
3 1.488 7.440 51.241     
4 1.364 6.820 58.061     
5 .972 4.858 62.919     
6 .853 4.265 67.184     
7 .809 4.047 71.232     
8 .758 3.792 75.023     
9 .723 3.614 78.637     
10 .687 3.436 82.073     
11 .621 3.107 85.180     
12 .519 2.595 87.775     
13 .456 2.281 90.057     
14 .414 2.069 92.125     
15 .390 1.950 94.075     
16 .329 1.643 95.719     
17 .276 1.378 97.096     
18 .257 1.284 98.380     
19 .189 .944 99.324     
20 .135 .676 100.000     
Extraction Method: Principal Component Analysis. 
a. When components are correlated, sums of squared loadings cannot be added to obtain a total 
variance. 
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first factor items were suggestive of a general dysregulation however items 3 and 14 were not 
necessarily reflective of this construct. Factor 2 items were suggestive of avoidant attachment 
behaviour however there were items within the measure which should theoretically load on 
this factor and did not.  
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Appendix AC 
 
Screen shot of the Utility questionnaire as presented in the online survey following 
completion of the SDQ and/or BAC-A 
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Appendix AD 
 
Guidelines for evaluation quality within qualitative research (summarised from Elliott, 
Fischer, & Rennie, 1999) 
 
1. Owning one’s perspective  
The researcher describes their own theoretical, methodological and personal 
orientations as relevant to the research being described 
2. Situating the sample 
The researcher thoroughly describes the participants’ characteristics, gender, age and 
life experience in order to guide the reader in thinking about to which people and 
situations the findings may be relevant.  
3. Grounding in examples 
 The researcher offers on or two specific examples for each themes. 
4. Providing credibility checks 
The researcher may use a number of methods to check the credibility of their accounts 
such as: checking themes with original informants, incorporating multiple analysts or 
an addition ‘auditor’, using triangulation against external sources (e.g. outcome or 
quantitative data).  
5. Coherence 
The interpretation of the data is presented in a clear and coherent manner whilst 
maintaining the presence of nuances in the data.  
6. Accomplishing general vs. specific research tasks 
When a general understanding of a phenomenon is the goal of investigation, it is 
based on an appropriate number of instances. When, instead, understanding of a 
specific instance is the goal of investigation, the data has explored with sufficient 
detail and comprehension that instance so as to give the reader the foundation for 
understanding it.  
7. Resonating with readers 
The report appears to readers to be an accurate depiction of subject matter or has 
helped develop their knowledge and understanding of it.   
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Appendix AE 
 
Summary of researcher’s reflections over the course of qualitative data gathering, coding, 
analysis and write-up 
 
 
The Context of the Study from a Personal Perspective 
 As a Trainee Clinical Psychologist preparing the current study for submission for my 
Clinical Doctorate, I was aware throughout the planning and implementation of the study that 
I was invested in a successful outcome from the beginning. Moreover as a clinician who had 
previously worked with Looked After children and struggled with existing assessment 
measures in my own clinical work, I was aware that, from a personal perspective, I was eager 
to discover new tools. 
In addition to this I was mindful when approaching this study that the majority of my 
research experience was in the application of quantitative methodologies. Therefore ideas of 
validity and reliability as taken from the ‘realist’ ontological position (Guba & Lincoln, 1994) 
were often highly prevalent in my mind during study design. Therefore I made efforts to 
immerse myself in literature about other ontological and epistemological positions and those 
more appropriate for a qualitative methodological approach. Undertaking a mixed methods 
approach brought its own challenges as I was trying to hold in mind two distinct theoretical 
perspectives in relation to knowledge, data and investigation. This is one of the reasons that 
the ‘Critical Realist’ position was selected for the current study because it appeared most 
appropriate for research that sits within both these methodologies. The Critical Realist 
ontological position allowed me, as the researcher, to continue to draw on the ‘scientific’ 
knowledge and skills that I have developed over my clinical career. It enables me to think 
about how knowledge regarding my study subject matter could be gathered through 
quantitative and qualitative approaches whilst acknowledging the limitations of the study, 
influences of my subjectivity as the researcher, and the possibility that the findings reflect 
only part of reality and cannot be taken as whole truth.  
 
The Role of Researcher in Data Gathering 
This project was one of the first occasions I had taken on the role of interviewer (both 
in 1:1 and focus group contexts) within a piece of qualitative research. I was anxious about 
the role and the importance of being ‘non-reactive’ within the interview context. During the 
interviews I experienced a dynamic tension between my role as a researcher and as a 
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clinician. I found myself tempted to use the active listening skills of empathy and validation, 
which I frequently draw upon during clinical sessions, when I heard interviewees talking 
about areas of challenge or difficulty within their role. I managed this by trying to hold the 
role of researcher at the forefront of my mind and by re-listening to completed interviews to 
help me become aware of instances where I may have moved into a more ‘clinician’ style of 
interviewing. In particular, after my first interview I observed a number of occasions when I 
moved from a researcher to a clinician role. However listening and writing about these 
instances in my reflective journal helped to increase my awareness for future interviews so 
that I could improve my skills as a research interviewer. Another practice that I found helpful 
was to consciously ‘de-role’ from my role as clinician prior to commencing an interview. I 
would look over the study aims and proposal to remind myself of the role of the research 
interviewer and I would remind myself of the reflections I had made after previous interviews 
to help me to focus on the task.  An additional valuable source of feedback during the early 
stages of data gathering was from my research supervisor who noticed a similar pattern on 
occasions throughout my early transcripts and pointed these out to me, commenting on ways 
I could improve my interviewing style. Over time I noticed that, from listening and reading 
the transcripts, my style of interviewing improved and by the end of data gathering I was 
exhibiting more skill in remaining in the research interviewer role.  
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Appendix AF 
 
One page example of coded transcript depicting ‘Initial’ and ‘Secondary’ codes 
 
Secondary Codes 
 
 
 
 
 
Foster carers role 
Experience 
 
Foster carer viewpoint 
 
No Action/Outcome 
 
Foster carer viewpoint 
Value/Respect 
 
 
 
 
 
 
 
Fostering viewpoint 
 
 
 
 
Fostering viewpoint 
 
Carers role 
Not feeling valued 
 
 
 
 
Not listened to 
Not feeling 
valued/Foster carer 
role 
 
 
 
Not feeling valued 
Transcript 
 
 
R: I see, ok…could you tell me a bit more 
about that? 
 
P4: umm, well because umm, spose, 
certainly I mean from a fostering point of 
view you get asked lots of in- you know to 
do lots of surveys and we’re asked our 
views and everything and they’re noted but 
nothing’s ever done, nothing’s ever, you 
know, planned or changed or altered to to 
reflect what we’ve said and and the views 
are not listened to 
 
R: ok, so i-if they were if you did, if your 
views were listen to how do you think that 
information would be best used? 
 
P4: umm…I think that um, the…talking of, 
can only talk from a foster carer point of 
view 
 
R: yeh, no that’s fine 
 
P4: so from a foster carers point of view I 
think that you’re…the, they would stop 
looking at you as a a resource and a 
commodity and look at the person behind it 
and the chil-the children as well as the 
carers 
 
R: mmm 
 
P4: um because you’re not listened, you’re, 
we’re not looked upon as, as human beings 
*laughs* we’re looked upon as numbers 
and employees 
 
R: I see 
 
P4: it feels anyway that’s how it feels 
Initial Codes 
 
 
 
 
 
 
Fostering point of 
view 
Lots of surveys 
Asked our views 
Nothings ever done 
Not listened to 
 
 
 
 
 
 
 
 
Only talk 
Foster carer view 
 
 
 
Foster carer view 
Stop looking at you 
Resource/commodity 
Look at the person 
Children as well 
 
 
 
 
Not listened to 
Not looked as human 
Numbers/employees 
 
 
 
How it feels 
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Foster carer 
role/Tension 
Expectations 
Not listened to 
Carer viewpoint 
Involvement in care 
Excluded 
 
 
 
 
 
 
 
 
 
 
 
 
Attachment 
Questionnaire 
experience 
 
Purpose of 
questionnaires 
 
 
 
 
 
 
 
Interpretation 
No action/outcome 
 
 
 
 
Questionnaire pathway 
 
 
 
 
Not discussed with 
 
R: Ok 
 
P4: but when you’re you’re, we’re told 
we’re professionals as foster carers um you 
know they want us to be professional but 
then they don’t always listen to us and 
we’re not involved in conversations 
regarding the children umm and we’re left 
out *laughs* 
 
 
 
R: I see ok….so h-have you completed, do 
you complete the SDQ on a on a regular 
basis is that a routine measure that’s used? 
 
P4: umm, the which one the.. 
 
R: the the strengths and difficulties that 
 
P4: yeh we have done that, I I’ve done it as 
oh, for my girl I’ve done it several times, um 
for various um, assessments for schools 
um…*sigh* just sometimes the foster 
agency just you know, you get new staff 
and they just want to get a, sort of snapshot 
of of of looking at the child but 
 
R: yeh 
 
 
 
P4: so they they just go ohhhhhh *laughs* 
looks like she might, sounds like she got 
autism and then don’t do anything about 
it*laughs* 
 
 
R: oh ok, do you do you know what happens 
to those questionnaires and that 
information when you’ve filled it out when 
you send it back? 
 
P4: no 
 
R: no ok, so is i-is it ever been discussed 
 
 
Told we’re 
professionals 
‘They’ 
Want us to be 
professional 
Don’t listen to us 
Not involved 
Left out 
 
 
 
 
 
 
 
 
 
 
 
Done SDQ 
My girl 
Several times 
Various assessments 
Agencies 
New staff 
Just want a snapshot 
 
 
 
 
 
 
Looks like/Sounds 
like autism 
Don’t do anything 
 
 
 
 
What happens 
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Uncertainty 
Carer viewpoint 
Respect 
 
 
 
 
No feedback 
What happens to 
questionnaires 
 
 
 
Questionnaire role 
Directing attention 
Questionnaire 
Procedure 
 
 
 
 
Interpretation 
Need for assessment 
What happens to 
questionnaires 
No action/outcome 
 
 
 
 
 
 
 
with you or… 
 
P4: um on-only onne therapist um who was 
going to do s-uh yo- an assessment um 
looked at it but she didn’t tell me about it 
she just used it as a bases for her 
assessment 
 
R: mm 
 
 
P4: and then I so- I presume, in her report 
she did mention something that yes this this 
sort of marries up with what, the carers 
says you know 
 
R: ok 
 
P4: but other than that no we don’t hear 
and that, they just disappear into a file 
 
 
R: ok so wha-what do you think that 
information could be used for? 
 
P4: I think it could be used, um if if 
umm…wha-you know when they highlight 
things like they they, because it’s scored 
and everything isn’t it and they highlight it 
and go in oh this child 
 
R: mm 
 
P4: it looks like this child may, need 
assessing for this or this I think they should 
assess them *laughs* instead of just, 
putting it away in a file and um, th-the child 
never being assessed 
 
R: I see so that’s, that’s your experience  
 
P4: yes very much so 
 
R: ok 
 
P4: has, has an assessment ever come out 
of you completing one of those 
 
 
Therapist 
Once 
Looked but didn’t tell 
Basis for assessment 
 
 
 
 
 
Presume 
Marries up with 
carer view 
 
 
 
 
Don’t hear 
Disappear into a file 
 
 
 
 
 
Could be used 
Highlight things 
Scored & everything 
 
 
 
 
 
Child need assessing 
Should assess 
Away in a file 
Never assessed 
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Questionnaire purpose 
 
 
 
questionnaires? 
 
P4: no it’s been done as the basis for an 
assessment to…see what sort of therapy, 
umm, the child could could benefit from 
 
R: mmhmm 
 
Basis for assessment 
What therapy 
Benefit 
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Appendix AG 
 
Manuscript submission guidelines from Child Clinical Psychology and Psychiatry/SAGE 
 
Child Clinical Psychology and Psychiatry 
5. Manuscript style 
5.1 File types. 
Only electronic files conforming to the journal's guidelines will be accepted. Word DOC is the 
preferred format for the text and tables of your manuscript. Please also refer to additional 
guideline on submitting artwork [and supplemental files] below. 
5.2 Journal Style 
Clinical Child Psychology and Psychiatry conforms to the SAGE house style. Click here to review 
guidelines on SAGE UK House Style 
5.3 Reference Style 
Clinical Child Psychology and Psychiatry adheres to the APA reference style. Click here to 
review the guidelines on APA to ensure your manuscript conforms to this reference style. 
5.4 Manuscript Preparation 
The text should be double-spaced throughout and with a minimum of 3cm for left and right hand 
margins and 5cm at head and foot. Text should be standard 10 or 12 point. 
5.4.1 Preparation for blind peer review 
Wherever possible, authorship should not be revealed or suggested in the manuscript, so as to 
allow for blind peer review. When citing an author’s own work, insert (author citation withheld for 
peer review) in place of the citation. The citations can be added after a manuscript is accepted 
for publication . 
5.4.2 Your Title, Keywords and Abstracts: Helping readers find your article online 
The title, keywords and abstract are key to ensuring readers find your article online through 
online search engines such as Google. Please refer to the information and guidance on how best 
to title your article, write your abstract and select your keywords by visiting SAGE’s Journal 
Author Gateway Guidelines on How to Help Readers Find Your Article Online. 
SAGE UK House Style 
2. Article opening material  
2.1 Headings  
1. Headings should have an initial capital with everything else lowercase, unless proper 
names.  
2.  Italics can be included in A heads (H1) if needed, e.g. mathematical symbol or genus 
name. 
3. Headings are unnumbered and formatted as below.  
4. Where headings are referred to in the text use section names, as headings are not 
numbered.  
A head (H1) (bold with initial cap, all the rest lowercase) 
B head (H2) (italic with initial cap, all the rest lowercase)  
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C head (H3) (same as B head, but set as first line of paragraph, full out; italic with initial 
cap, all the rest lowercase, followed by a full stop. Following text runs on) 
3.2 Figures  
1. STM: All figures should have a key line (i.e. be enclosed in a box). HSS: figures have 
no key line.  
2. Figures should be appropriately sized (done by the TS). They do not need to be a full 
column width or page width.  
3. Figure permissions: any figures reproduced from another publication need 
permission. In cases where those publishers listed on the STM permission Guidelines 
page (http://www.stmassoc.org/permissions-guidelines/), permission is not required 
and only the reference number need by present in the caption. Some publishers ask 
for certain text, e.g. Elsevier.  
4.  Source: in cases where permission is required and has been obtained, this should 
appear below the caption in the following form: Source: reproduced with permission 
from publisher, year, reference number (Vancouver), author, date (Harvard).   
5. Any abbreviations needing to be spelled out should be listed after the caption, 
starting on the next line, in the following format: IC: internal combustion; PID: 
proportional–integral–derivative).  
6. Captions are positioned below the figures and left aligned.  
7. Captions should start, for example, Figure 1. (with a full point also in bold) and have 
a full point at the end. Where the text runs onto multiple lines, the captions need 
not be justified but should be aligned left.  
8. Where figures have multiple parts, these should be labelled as (a), (b), (c), etc. (not 
A, B, C). Captions should contain subheadings for all parts if not present in the figure 
itself.  
9. All figures should be numbered consecutively and cited in the text as Figure 1, Figure 
2 etc. (Figure should be spelled out in full, not abbreviated).   
10. Text citations: figures should be referenced in the text as follows: Figure 1, or Figures 
1 and 2, or Figures 2 to 4, or Figure 1(a) and (b), or Figure 2(a) to (c). Where the 
figure citation is not part of the sentence it should be placed in parentheses. 
Examples: Please see Figure 2 for an illustration of the model used The model used 
was an X3G standard type, exported from Germany (Figure 2 or see Figure 2).  
3.3 Tables   
1. Tables do not need to be a full column width or page width, but should be the 
appropriate width for the content. They will be laid out by the TS so no work is 
required by CEs on table layout, only on content.   
2. Table headings should be left aligned, even when they relate to multiple columns, 
unless this creates confusion. 
3.  Tables should only have minimal horizontal rules for clarity, and no vertical rules 
(done by TS, no need for CE to format).   
4. All tables should be numbered consecutively and cited in the text as Table 1, Table 2 
etc. (Table should be spelled out in full, not abbreviated).  
5. Table permissions: any tables reproduced from another publication need permission. 
In cases where those publishers listed on the STM permission Guidelines page 
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(http://www.stmassoc.org/permissions-guidelines/), permission is not required and 
only the reference number need by present in the caption. Some publishers ask for 
certain text, e.g. Elsevier.  
6. Source: in cases where permission is required and has been obtained, this should 
appear below the table in the following form: Source: reproduced with permission 
from publisher, year, reference number (Vancouver), author, date (Harvard).  
7. Any abbreviations needing to be spelled out should be listed under the table (smaller 
font, TS will format), in the following format: IC: internal combustion; PID: 
proportional–integral–derivative.  
8. General notes to the Table should be positioned below the Table, typeset in a 
smaller font and should start ‘Note:’, and end in a full stop. Do not add the word 
‘Note:’ unless needed for clarity.  
9. Footnotes should be represented in the table by superscript letters a, b, c, etc., and 
appear below the Table (smaller font, TS will format). Each footnote should start a 
new line and end with a full stop. These notes should precede the source for the 
table, if included.  
10. Captions are positioned above the table and left aligned.   
11. Captions should start, for example, Table 1. (with a full point also in bold) and have a 
full point at the end. Where the text runs onto multiple lines, the captions need not 
be justified but aligned left.  
12. Dates in Tables can be shortened to, for example, 4 Dec 10, if space is lacking. Do not 
use the form 04/12/10, as this could be confused as 12 April in US.  
13. Normal text in columns should always be left aligned. Data in tables should be 
aligned on units if all the data in that column take the same units. Otherwise, the 
data should be left aligned. Units in table headings should be enclosed by 
parentheses, not square brackets (if any brackets are required at all). 
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Major Research Project Proposal 
Background and Theoretical Rationale 
 The assessment of young people who have been exposed to multiple traumatic 
experiences during early development is a significant challenge to mental health services 
(Tomlinson & Philpot, 2008). Developmental psychopathologists have argued that the 
diagnostic frameworks typically used to categorise and label mental health disorders in 
children and adolescents do not adequately capture the range of difficulties observed in this 
population (Cook et al., 2005; DeJong, 2010; Streeck-Fisher & van der Kolk, 2005). The 
traditional psychiatric label given to pathological distress resulting from a traumatic event is 
Posttraumatic Stress Disorder (PTSD), however a number of surveys have identified that 
children who have suffered trauma in the form of emotional, physical and sexual abuse or 
neglect do not meet the criteria for PTSD (Pynoos et al., 2008 as cited in van der Kolk et al., 
2009; Spinazzola et al., 2005). A new diagnostic label ‘Developmental Trauma Disorder’ has 
been proposed to capture the range of emotional and behavioural difficulties seen among 
children and young people who have suffered multiple abuse experiences in early 
development within the context of care giving systems (van der Kolk, 2005). These young 
people are frequently given co-morbid diagnoses (Spinazzola et al., 2005), found to meet sub-
threshold levels for a range of disorders (DeJong, 2010), or display an assortment of 
behaviours that fall outside of diagnostic categories, e.g. sexualised behaviour, faecal 
smearing and food hoarding (Iwaniec, 2006). Therefore, assessment instruments based on 
diagnostic categories such as PTSD do not provide an adequate clinical picture to inform 
intervention.  
 The majority of instrument validation studies with this population utilise 
questionnaires which were not originally designed for young people with histories of multiple 
trauma and fail to differentiate between adolescents and children despite the presence of 
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developmental differences in the expression of trauma (Tarren-Sweeney, 2013). Furthermore, 
many authors provide a poor level of demographic information (e.g. detailed abuse history 
and number of placement breakdowns) which limits the conclusions that can be drawn about 
the appropriateness of the measure for young people with a range of traumatic experiences 
(Denton et al., n.d.). A recent systematic review (Denton et al., n.d.) identified only one 
published assessment tool which captures the breadth of difficulties observed in adolescents 
who have suffered multiple traumas within an appropriate developmental context. The 
Assessment Checklist for Adolescents (ACA) was developed from the Assessment Checklist 
for Children with items modified to be age-appropriate for young people over 12 years old 
(Tarren-Sweeney, 2013). The ACA provides a holistic assessment of the frequency and 
severity of emotional and behavioural difficulties typically observed in populations who have 
experienced multiple forms of abuse. It was developed in New Zealand and is designed 
specifically for the Looked After population. The measure has yet to be evaluated for use in 
the United Kingdom (UK). A similar questionnaire, the BERRI,  has been designed for use in 
the UK by Dr. Miriam Silver and aims to assess Behaviour, Emotional regulation, 
Relationships, Risk and Psychological Indicators of Distress among Looked After Children 
and Adolescents (LAC). The BERRI is an unpublished measure without validation data or 
clinical cut off scores and was not developed specifically for adolescents.  
Children and young people are frequently placed in the care of local authorities after 
being exposed to multiple forms of abuse (Oswald, Heil, & Goldbeck, 2010). This population 
is highly likely to present to mental health services with a developmental trauma disorder 
presentation (van der Kolk, 2005) and in accordance with NICE guidance for LAC (NICE, 
2010) accurate assessment is crucial in order that flexible and accessible mental health 
services with a range of individually tailored interventions be available to them (NICE, 
2010).  
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Research Questions 
The project aims to answer two research questions: 
 1. Between the ACA and the BERRI, which questionnaire do foster carers think is 
most applicable to young people with a history of multiple trauma, most practical to complete 
and most relevant to the young people in their care? 
 2. Does the questionnaire agreed upon by foster carers offer useful information for the 
 assessment of these young people by mental health clinicians above and beyond 
information they would typically have access to during assessment? 
Method 
 Procedure. The project involves a 9 step procedure (Figure 1). Further details are 
found in the following sections.   
Design. The project consists of a three-stage cross-sectional design combining 
qualitative and quantitative methodologies. The project is one part of a two-part study 
investigating assessment of LAC from 5 to 18 years conducted by two clinical psychology 
trainees. The project assesses questionnaires specifically for LAC over 12 years of age. The 
second part of the study will follow the same procedure but using assessment questionnaires 
appropriate for a younger LAC population. All project write-up tasks will comply with 
academic integrity guidelines. 
 Project Stage 1 (PS1) utilises a cross-sectional design gathering quantitative data 
from a questionnaire. The variables under scrutiny will be two assessment 
questionnaires; the ACA and BERRI.  
 Project Stage 2 (PS2) utilises a mixed method cross-sectional design gathering 
qualitative data from a focus group of foster carers and quantitative data from two 
instruments (either the ACA or the BERRI from PS1 and the SDQ). 
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 Project Stage 3 (PS3) utilises a cross-sectional design and qualitative data will be 
gathered from a focus group of child mental health clinicians.  
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Figure 1. A diagram to illustrate the project procedure and tasks split by administration, data 
collection and analysis & write-up.  
Administratio
n 
Data 
Collection 
Analysis & 
Write-up 
1. Obtain Ethical 
Approval 
4. PS1 'Initial 
Consultation' - Foster 
carers evaluate ACA & 
BERRI questionnaires (2 
hours with coffee break)  
7. PS3 'Final 
Consultation' -Focus 
Group with CAMHS 
Clinicians discussing 
assessment 
questionnaire  and 
example profile (up to 
1.5 hours) 
 
6. PS2 'Questionnaire 
Discussion' - Foster 
carers complete either 
the ACA or BERRI from 
PS1 & the SDQ and 
discuss (1.5 -2 hours) 
5. Data Analysis & 
Questionnaire 
Selection 
3. Participant 
Invitation & 
Consent Gathering 
2. Recruitment 
9.  Dissemination 
of Findings 
8. Final Data 
Analysis & Report 
Write-up 
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Participants.  
 PS1: Questionnaire consultation. At PS1 the researcher intends to contact up to 40 
foster carers with the aim of recruiting a sample of 30 participants. With no power calculation 
possible, a group this size should contain sufficient participants to help the researcher in 
determining which assessment questionnaire to take into PS2. 
 PS2: Questionnaire Discussion. Approximately four foster carers will be invited to a 
focus group discussion with a moderate quantity of material to discuss which could be 
challenging for a larger group 
 PS3: Final consultation. Approximately four mental health clinicians will be invited 
to a focus group-type discussion. As in PS2, a smaller sized focus group was selected because 
participants will have a large quantity of information to discuss amongst themselves and it is 
hoped that a smaller sized group will promote a rich discussion within the time allocated.  
  Inclusion/exclusion criteria. 
 In order to control for variation in foster carers' experience only those offering long 
term placements (LTPs) will be recruited. Many new foster carers start by offering 
short term or respite placements (up to 6 months or weekend only placements), 
therefore these participants are more likely to have significantly less experience of 
these young people’s complexities than those offering LTPs.  
 Foster carers must have had a young person in placement for at least 4 months. This 
allows for sufficient knowledge to evaluate the utility of the questionnaires and 
complies with the completion criteria of both the ACA (Tarren-Sweeney, 2013) and 
the BERRI (Appendix C).  
 Foster carers must have a young person in placement between the ages of 12 to 17 
years old. This enables them to complete and comment on the adolescent assessment 
checklist (ACA).  
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 Clinicians participating in the final consultation must be currently working in Child 
and Adolescent Mental Health Services (CAMHS) in the National Health Service 
(NHS). This is because the aim of the study is to inform assessment processes for 
LAC within NHS services. 
 Clinicians participating in PS3 must be qualified psychiatric nurses, psychologists, 
psychotherapists or psychiatrists. They must have been qualified for at least one year 
and have equivalent experience working in a CAMHS setting in order that their 
knowledge about this population is drawn from both experience and academic 
teaching. This is so that participants can comment on the utility of the questionnaires 
within their service’s current assessment structures. A range of clinical roles will be 
invited to the focus group so that a multi-disciplinary perspective can be gained.  
 Recruitment.  
 Foster carers. Foster carers will be recruited via voluntary sampling method from 
local authorities in the XXXX, XXXX and XXXX regions. Fostering team managers will be 
contacted initially for permission to recruit through their social workers. Following this social 
workers may be contacted by email or telephone asking them to approach foster carers on 
their caseload with an information leaflet/email. Foster carers who express an interest will 
have their details passed to the research team. One local authority has already expressed an 
interest in becoming involved.  
Other sources of recruitment may be local Independent Fostering Agencies such as 
XXXXX and XXXXX or through charities such as The Fostering Network.  
 CAMHS clinicians. CAMHS clinicians will be recruited through the XXXX CAMHS 
service on a voluntary basis. The project team currently has links with XXXX CAMHS team 
and a ‘link professional’ will be identified to liaise with the project team. The project will be 
advertised by word of mouth through this professional and the distribution of email flyers. 
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Interested participants will be able to contact the project team through the link professional or 
by replying directly to the information email.  
Measures/Interviews/Stimuli 
Questionnaire evaluation instrument. The project team intends to develop a short 
questionnaire-evaluation survey (Appendix A) which requires participants to rate the 
assessment questionnaire on Likert scales ranging from 1 (Strongly Disagree) to 5 (Strongly 
Agree) on themes of utility, practicality and relevance. Participants will also be required to 
note which, if any items are irrelevant to their young person. Participants will complete the 
survey twice, once for the each of the two assessment questionnaires.  
Assessment questionnaires. 
The Assessment Checklist for Adolescents (ACA). The ACA (Tarren-Sweeney, 
2013) is a 105-item carer-report questionnaire measuring behaviours, emotional states, traits 
and interpersonal relating with others for adolescents (ages 12 to 17) living in foster care or 
adoptive placements (Appendix B).  The questionnaire has seven clinical scales; Non-
reciprocal interpersonal behaviour, Social Instability/Behaviour, Dysregulation, Emotional 
Dysregulated/Distorted Social Cognition, Dissociation/Trauma Symptoms, Food 
Maintenance, Sexual Behaviour, Suicide Discourse, as well as two self-esteem scales: 
Negative Self-Image and Low Confidence. Tarren-Sweeney demonstrated that the ACA has 
good internal reliability for total clinical score (α =.96), total self-esteem score (α =.92), and 
each of the clinical subscales (range .76 to .90). Convergent validity was evidenced through 
high correlations of ACA total scores with Child Behaviour Checklist (Achenbach, 1991) 
total scores (boys, r = .90, girls, r = .88). 
BERRI (Behaviour, Emotional Regulation, Relationships, Risk and Psychological 
Indicators of Distress). The BERRI is a 101-item unpublished questionnaire developed by 
Dr. Miriam Silver (Appendix C). It is currently being used by some clinicians in CAMHS 
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LAC teams around the UK after it was made available through the Clinical Psychology For 
Looked After and Adopted Children (CPLAAC) forum also developed by Dr. Silver. The 
BERRI has yet to be psychometrically evaluated and does not have any reliability or validity 
data available to comment on. As a result of this there are no clinical cut-off scores against 
which to compare children’s profiles. As it is currently being used alongside other formalised 
measures in some clinical settings it is valuable to begin formally evaluating the BERRI as 
part of this project.   
Other Questionnaires. 
 Strengths and Difficulties Questionnaire (SDQ). The Strengths and Difficulties 
Questionnaire (SDQ; Goodman, 1997) is a 25 item mental health screening tool for 3 - 17 
year olds (Appendix D). It consists of five subscales: emotional symptoms, conduct 
problems, hyperactivity/inattention, peer relational problems, and prosocial behaviour. The 
questionnaire has demonstrated good psychometric qualities (Goodman & Scott, 1999) and 
has formats for carer and teacher completion.  
 Demographic sheet. Participants in PS2 will be required to complete a demographic 
sheet about the child in their care. This will include information such as their age, gender, 
length of time in placement, number of placement moves and some general information about 
their history. The majority of questions will be in multiple choice format.  
 Focus Groups. The project will include two focus groups at PS2 and PS3. The aim of 
the focus group at PS2 is to create the opportunity for foster carers to comment further on the 
assessment questionnaires they initially screened. The focus group will follow a semi-
structured interview schedule around themes of the validity and utility of the questionnaires 
(Appendix E). The second focus group will follow a semi-structured interview schedule with 
open questions to clinicians about the utility of the questionnaires within assessment of LAC 
in CAMHS settings (Appendix F).  
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Ethical Considerations 
Ethical approval will be sought from the Faculty of Human Arts and Sciences 
department at the University of Surrey. It will not be necessary to apply for NHS ethical 
approval as this project will only recruit staff from NHS settings and foster carers will be 
recruited from Local Authorities. The project will not require the use of deception as 
participants can be made aware of the research question without it affecting their ability to 
participate and make honest, unaffected contributions. The project incorporates the discussion 
of potentially sensitive material, particularly for foster carers. Foster carers may be affected 
by items on the assessment questionnaires that discuss challenging or distressing behaviours 
exhibited by young people, particularly those which are pertinent to the young person they 
have in placement. Secondly, completing the demographic information sheet regarding the 
background and experiences of the young person they have in placement could cause 
temporary distress. These issues will be managed by providing a detailed level of information 
about the study prior to participation and the nature of the questionnaires that are to be 
completed. Finally, after the study participants will be debriefed and given the opportunity to 
speak with a facilitator about the process if they wish. Participants who continue to feel 
distressed or concerned by what they have read will be signposted back to their designated 
social worker who is responsible for supporting them in their role. If the researchers become 
concerned about the welfare of a foster carer then they will be directed to gain support from 
their social worker. If on the other hand safeguarding concerns are raised then the Local 
Authority procedures will be followed. All participant questionnaires, and consent forms will 
be stored securely in the Psychology Department at the University of Surrey. Transcripts and 
electronic data will be stored on encrypted memory stick. Participants will be informed of 
data storage and handling procedures prior to giving consent.   
R&D Considerations 
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 The final consultation stage requires recruitment of NHS CAMHS clinicians. The 
project was originally developed on request of XXXXX CAMHS and staff will be recruited 
from within these teams. XXXXX CAMHS is the responsibility of Sussex Partnership NHS 
Foundation Trust and therefore the Sussex Research and Development department will need 
to provide consent for clinicians to be approached and recruitment. This project would be 
categorised under Sussex Research and Development's theme of 'Children and Families' 
Mental Health'.  
Project Costing 
- Assessment tools – The BERRI and the ACA have free access for research purposes. 
- Printing costs – Approximately £80 
- Refreshments for focus groups – Approximately £15 
- Transcribing – There will be no additional cost for transcription as the facilitator plans to 
complete this. 
Proposed Data Analysis 
 Focus groups. Transcripts of PS2 and PS3 focus groups will be analysed using 
Thematic Analysis. This methodology was selected because it is appropriate for focus groups, 
known to be flexible (Braun & Clarke, 2006), and is a useful analysis method for early stage 
research (Boyatzis 1998). The researcher aims to take a critical realist stance in relation to the 
data (Bhaskar, 1998) by retaining the idea of a shared reality but holding in mind that each 
human constructs an individual understanding of that reality. In this manner, each foster carer 
holds a shared reality of Looked-after Children and the role of foster carers as well as an 
individual understanding and perspective of these which is unique to them.  
 Questionnaires.  
 Assessment questionnaire evaluation criteria. The following criteria will be used to 
determine which assessment questionnaire should not proceed into PS2.  
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1. The lowest percentage of items rated as 'irrelevant' by foster carers  
2. The lowest total scores on the utility questionnaire  
 Clinical profile data. The questionnaires completed by foster carers in PS2 will be 
analysed for frequency and descriptive data. This would include investigating whether young 
people met the cut offs for clinically significant results. The data collected from the focus 
group participants will be utilised to create an 'average' clinical profile for discussion by 
clinicians in PS3.  
Involving/Consulting Interested Parties 
 The project will not incorporate an additional stage of consulting interested parties 
because initial consultation of foster carers or clinicians will reduce the available participant 
pool. Furthermore the project emphasises participant consultation throughout the procedure 
and aims to provide adequate opportunity for participants to share their contributions through 
the gathering of both qualitative and quantitative data.   
Contingency Plans 
 Recruitment. If recruitment of foster carers through local authority bodies does not 
yield adequate participant numbers then the project team will recruit from private fostering 
agencies and charities such as the Fostering Network.  
 PS1. If foster carers cannot attend the suggested time slots and would still like to 
participate then the questionnaires will be mailed to them with an additional phone call to 
assist them in the process 
 PS2. If foster carers cannot attend the focus group then telephone interviews will be 
recorded, transcribed and analysed. 
 PS3. If CAMHS clinicians are unable to attend a focus group then they will be posted 
an example case profile and a survey-style questionnaire which asks them about the utility 
and validity of the information provided in the questionnaire.  
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Dissemination Strategy 
 The project will be written up for publication in a peer-reviewed journal. Further to 
this the results of the study will be made available to the professional network who access the 
CPLAAC forum and charities such as the British Association of Adoption and Fostering and 
The Fostering Network. Presentation at conferences such as the Community Care 
Conferences who bring together professionals working with Looked After Children would be 
highly valuable. The results will also be made available to the Local Authority and NHS 
teams who were involved either by presentation or summary document as requested.  
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Abstract 
Background 
Recent literature argues that traditional diagnostic categories such as Posttraumatic Stress 
Disorder (PTSD) and their associated assessment instruments are of limited value for children 
with a history of complex interpersonal trauma. The newly proposed 'Developmental Trauma 
Disorder' diagnosis has attempted to account for this debate but specific assessment tools 
have yet to be developed. Therefore the assessment of young people with histories of 
multiple trauma and abuse presents a significant challenge to services, particularly due to a 
lack of standardized measures for this population. Previous reviews have focused 
predominantly on measures of PTSD and have grouped child and adolescent measures 
together (Strand et al. 2005). Therefore identification of effective, developmentally 
appropriate, assessment tools for this population is an important focus for future research.  
Aim 
This review aimed to update and expand on  Strand et al.'s (2005) review in order to identify 
effective assessment instruments for adolescents aged 12 and above with histories of 
developmental trauma. 
Method 
A systematic search of electronic databases EBSCOHOST and Web of Knowledge was 
conducted with explicit inclusion and exclusion criteria. 
Results 
After data extraction 19 papers were identified evaluating 15 assessment measures; four 
measures of resilience/adaptive coping, four measures of general functioning/mental health, 
three  measures of other psychological constructs (e.g. self-esteem), and four measures of 
PTSD/Dissociation.  
Conclusions 
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The review highlighted a number of methodological limitations that pervaded the literature. 
Few instruments could be recommended for immediate use with adolescents with histories of 
developmental trauma as many require further validation.  
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Statement of Journal Choice 
This literature review has been written with a view to publishing in the journal: Trauma, 
Violence and Abuse. This journal was selected because it has a high impact factor (2.40), is 
practitioner oriented, and publishes only reviews of large bodies of research in the area of 
trauma, violence and abuse. This review is intended to inform practitioners and guide clinical 
practice in the assessment of adolescents with complex trauma histories therefore it is an 
appropriate journal for submission. Furthermore the original paper upon which this review is 
based was published in Trauma, Violence, and Abuse.  
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 Substantial numbers of children experience trauma in the form of abuse, neglect and 
maltreatment both at home and in the wider community (Radford et al., 2011). These children 
present to services with a range of emotional and behavioural difficulties which frequently 
result in multiple co-morbid diagnoses (Ackerman et al., 1998; Spinazzola et al., 2005). 
Recent developments in the literature have criticised the current diagnostic system for failing 
to provide adequate conceptualisation of the difficulties of these children (van der Kolk, 
2009). Moreover, current standardised assessment instruments are largely based on diagnostic 
constructs (Achenbach, Demenci & Rescorla, 2003) and may be limited in their ability to 
capture the pervasive range of difficulties expressed by this population (Tarren-Sweeney, 
2013).  
A diagnosis of developmental trauma. The Diagnostic and Statistical Manual of 
Mental Disorders-Fifth Edition (DSM-V; American Psychological Association, 2013) criteria 
for PTSD defines a traumatic event as exposure to actual or threatened death, serious injury 
or sexual violation. The event is largely conceptualised as a single incident which may result 
in the development of PTSD (Davidson et al., 1991). This criterion does not adequately 
capture the traumatic experiences of children who are direct victims of physical, sexual and 
emotional abuse or indirect witnesses of domestic violence. This is in part due to the fact that 
abuse experiences tend to occur in conjunction with other forms of adversity on multiple 
occasions rather than as single-incidents (Dong et al., 2004; Finklehor et al., 2009). 
Researchers have also criticised the DSM PTSD symptom profile for not adequately 
accounting for the wide range of emotional and behavioural difficulties observed in children 
who have suffered chronic abuse and maltreatment (Cook et al., 2005; DeJong, 2010; 
Streeck-Fisher & van der Kolk, 2000). Numerous surveys have identified that a high 
proportion of children reporting multiple abuse experiences do not meet the criteria for PTSD 
(Pynoos et al., 2008 as cited in van der Kolk et al., 2009; Spinazzola et al., 2005). Evidence 
 Page 159 of 209 
 
for the longevity of these difficulties was reported in the DSM-IV field trial studies, which 
identified that adults with a history of interpersonal trauma presented with difficulties in 
affect regulation, memory, attention, self-perception, interpersonal relationships, 
somatization, and systems of meaning that exceeded PTSD criteria (Roth et al., 1997; van der 
Kolk et al., 1996). From a growing body of empirical evidence; van der Kolk (2005) 
proposed a new diagnostic classification for children called 'Developmental Trauma Disorder' 
(DTD) in an attempt to define both the traumatic experiences of abused children, and the 
pervasive difficulties they exhibit. Developmental trauma is defined as multiple or ongoing 
exposures to interpersonal violence and disruptions in protective care-giving (van der Kolk et 
al., 2009). The DTD definition contextualises interpersonal trauma within a framework of 
developmental change and disrupted attachment and accounts for direct and indirect 
exposures. Through this, behaviours that previously would have been given separate 'co-
morbid' diagnostic labels are understood to be a complex, disorganized, but interrelated 
pattern of symptoms (D'Andrea et al., 2012; Praver et al., 2000) which is supported by 
evidence of biological and neurological correlates (Glaser, 2000).  
 Following the work of van der Kolk (2005); Cook et al. (2005) proposed a similar 
diagnosis but labelled it 'Complex Trauma'. The concept of a complex trauma presentation is 
also currently being explored in the adult personality disorder literature (Courtois, 2004). A 
diagnosis of Complex PTSD for adults with a history of interpersonal trauma has been 
proposed for ICD-11 and has been evidenced as distinct from PTSD following a single-event 
trauma (Cloitre et al. (2013). Children with Complex Trauma meet the criteria for DTD but 
are also documented to respond to every novel experience as a potential threat (Cook et al., 
2005). Other labels referred to in the literature include: Interpersonal Trauma (D'Andrea et 
al., 2012), and Poly-victimization (Finklehor, Ormrod, & Turner, 2007). Complex Trauma 
and DTD have similarities in their defined domains of difficulty (see Strickler (2008) for a 
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comprehensive discussion of both constructs) As the DTD terminology best captures the 
developmental context of the traumatic experiences of children and adolescents, this review 
will utilise the phrase 'Developmental Trauma' to define multiple or chronic exposure to 
interpersonal violence, emotional abuse, sexual abuse and impaired care-giving in childhood 
or adolescence.  
Clinical care for adolescents with developmental trauma. Accurate assessment, 
diagnosis, and care of children and adolescents with histories of developmental trauma is a 
challenge for services (Tomlinson & Philpot, 2008). Studies suggest that these children are 
frequently given co-morbid diagnoses (Spinazzola et al., 2005), meet sub-threshold levels for 
a range of disorders (DeJong, 2010), or display an array of behaviours that fall outside of 
diagnostic categories, e.g. faecal smearing, sexualised behaviour and food hoarding (Iwaniec, 
2006). In order for these children and adolescents to be given the best care a comprehensive, 
broad, and accurate formulation of the range of difficulties they present with is necessary. 
Children with developmental trauma are frequently removed from their biological homes and 
placed into local authority care (Oswald, Heil, & Goldbeck, 2010). Many experience multiple 
placements breakdowns as a result of the severity of their difficulties (Burns et al., 2004). 
This means that short-term or respite foster carers accompanying the child to assessment may 
have difficulty completing assessment measures accurately, particularly those which require 
symptom ratings for the preceding 6 months (e.g. Child Behaviour Checklist, CBCL; 
Achenbach, 1991). Additionally, the high levels of shame and distress experienced by this 
population (Hughes, 1998) could means that traditional semi-structured interview or self-
report assessment methods may need to be completed over longer periods to allow for low 
tolerance of trauma-related material. Finally, the DTD debate is relatively new and as such 
standardised assessment measures have yet to be developed. Conversely, the PTSD literature 
has a comprehensive history of standardised measures for adults and children (Hawkins & 
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Radcliffe, 2006) which are more likely to be used or broad measures of psychopathology 
such as the CBCL or the Strengths and Difficulties Questionnaire (SDQ; Goodman, 1999) 
neither of which were designed for a traumatised population.  
Purpose and Aims of this Review 
 A recent review by Strand, Sarimiento, & Pasquale (2005) discussed the practical 
properties of screening and assessment tools for trauma. A limitation of the review was that 
age-specific instruments were not investigated and tools appropriate for a range of ages 
between 0 and 18 years were grouped together. Moreover, the review investigated 
symptomatic instruments in conjunction with abuse screening instruments which may have 
less utility in a clinical assessment. Therefore the purpose of this review is twofold: 1. To 
update Strand et al.'s review of trauma assessment tools that have been developed or 
evaluated in the last 10 years. 2. To review assessment tools appropriate for adolescents who 
have suffered developmental trauma. This review intends to answer the question; 'What 
instruments are available for use with adolescents between 12 and 18 years who have a 
history of developmental trauma, and how useful are they in the assessment of this 
population?' 
Method 
Search strategy. The following electronic bibliographic databases were searched 
through EBSCOHOST electronic interface: Medline, PsycINFO, PsycARTICLES, 
Psychology and Behavioural Sciences Collection, PsycBOOKS. The electronic database Web 
of Science was also searched using identical terms. All searches were restricted to work 
published between January 2004 to May 2014 and in the English Language. Searches were 
made using the following terms: (measure* OR questionnaire OR checklist OR instrument 
OR self-report OR observation) OR assessment) AND (validity OR reliability OR 
standardisation OR comparison OR evaluate) AND (abuse OR neglect OR maltreatment OR 
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complex trauma OR developmental trauma OR adversity OR PTSD OR post traumatic*) 
AND (child OR children OR adolescent OR juvenile OR welfare OR looked-after). Specific 
searches were also carried out for age-appropriate symptom measures identified in Strand et 
al.'s (2005) review to identify whether these had been investigated further since 2004. As the 
purpose of this review was to identify measures appropriate for clinical assessment in mental 
health services the screening measures in Strand et al.'s review were not included.  
 Inclusion criteria. Relevant studies were identified using the following inclusion 
criteria: 
 Studies consisting of at least one group of participants who had suffered multiple 
traumas including the following: sexual, physical and emotional abuse, witnessing or 
experiencing domestic violence, and neglect.  
 Studies of young people between the ages of 12 - 18 years. This included those with 
participants with a range of ages including those between 12 and 18 years. 
 Studies describing or evaluating the psychometric properties of questionnaires or tools 
with the defined population. 
 Studies evaluating tools, questionnaires or protocols which could be used in assessment 
of the defined population. 
 Exclusion criteria. The following criteria was used to exclude studies from the 
search: 
 Studies of solely adults or children under the age of 12 years.  
 Studies examining retrospective instruments of childhood trauma from an adult 
perspective. 
 Studies evaluating trauma/abuse screening tools. 
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 Studies investigating exclusively children or young people who have suffered single 
event trauma such as: road traffic accident, witnessing a death, bereavement or 
experiencing an earthquake.  
 Studies reporting the use but not evaluation or psychometric properties of 
questionnaires, measures or assessment protocols  
 Studies published before January 2004 
 Studies reporting cross-cultural validation of questionnaires or measures 
Results 
 The systematic search identified a total of 1997 papers. These were screened by the 
author against the inclusion/exclusion criteria and a final nineteen papers were then extracted 
(Figure 1). Data extraction identified: four measures of resilience/adaptive coping, four 
measures of general functioning/mental health; three measures of other constructs (e.g. self-
esteem), and four measures of PTSD/Dissociation. Specific searches for Strand et al.'s (2005) 
papers showed there were four measures which had been updated since 2004 (Table 1).  
 Many of the studies included in this review evaluated measures developed before 
2004. The original papers documenting the development of the measure were reviewed by the 
author and basic psychometric data is provided (Tables 2, 3, 4, & 5); however this review 
will focus predominantly on studies published since 2004 which evaluated the use of these 
measures with the target population.   
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Figure 1. A diagrammatic account of the systematic search process. 
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Table 1 
Search Results for Papers Identified in Strand et al.'s (2005) Review Appropriate for 
Adolescents Aged 12 and Above 
Instrument Evaluated since 2004 
with multiple trauma 
sample? 
Measures of both Exposure and Trauma Symptoms 
 Adolescent Trauma Exposure Questionnaire N 
Childhood PTSD Interview N 
Children's PTSD Inventory N 
My Worst Experience Scale N 
UCLA PTSD Index Y 
Impact of Trauma - symptoms and distress indices: PTSD and dissociative measures 
Adolescent Dissociative Experiences Scale Y 
Child and Adolescent Psychiatric Assessment CAPA-C N 
The Life Events and Post-traumatic Stress Module of CAPA-C N 
Child PTSD Symptom Scale Y 
Los Angeles Symptom Checklist N 
Clinician-Administered PTSD Scale for Children and Adolescents N 
Impact of trauma - Symptoms and distress indices: Multiple trauma symptom measures 
Attributions for Maltreatment Interview N 
Child Report of Post-traumatic symptoms N 
Children's Impact of Traumatic Events Scale Revised N 
Feeling and Emotions Experienced During Sexual Abuse N 
Negative Appraisals of Sexual Abuse Scales N 
Trauma Symptom Checklist for Children Y* 
 
*Studies which updated the Trauma Symptom Checklist for Children utilised samples under 12 years of age and will not be 
examined in this review.  
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Table 2 
Instruments for the Assessment of Resilience/Adaptive Coping Behaviours 
Instrument Author(s) Developed 
before 
2004? 
Description Format Original 
Population 
Designed 
for Youth 
Only? 
Validity Reliability 
Solution-
Focused 
Recovery 
Scale 
(SFRS) 
Dolan 
(1991) 
Yes 36 items. Measuring 
positive coping skills 
specific to childhood 
sexual abuse. Likert-style 
scale 0 "Not at all" to 3 
"Very much". Higher 
scores reflect higher levels 
of coping 
Self-Report Adults 
survivors of 
sexual abuse 
N No validation 
analyses carried 
out at 
development 
No reliability 
analyses 
carried out at 
development 
Vineland 
Adaptive 
Behaviour 
Scale-II 
(VABS-II) 
Sparrow, 
Cichetti, & 
Balla 
(2005) 
No Assesses personal and 
social functioning in 
domains of daily living 
skills, communication, 
motor skills and 
socialization. Additional 
Maladaptive Behaviour 
Index to measure 
emotional and behavioural 
difficulties interfering 
with functioning. Scores 
compared against 
standardized age-related 
scores of normal 
population 
4 Versions: 
Survey 
Rating Form 
(semi-
structured 
interview), 
parent/carer 
rating form, 
teacher 
rating form, 
extended 
interview.  
Normal 
Population 
Across the 
age range 
(children to 
adults)  
N Content Validity 
by literature 
review 
Correlation 
between VABS-II 
and original 
VABS total scores 
and domain scores 
in disabled adult 
sample (.97) 
Split-half 
analyses for 
age groups 
under 3 (.82 to 
.92 for 
domains) Inter-
rater reliability 
(average range 
.71 to .81) 
Test-Retest 
(average range 
.76 to .92) 
Child and 
Youth 
Resilience 
Measure 
(CYRM-28) 
Ungar & 
Liebenberg, 
(2005, 
2011) 
Liebenberg, 
Ungar & 
Van de 
Vijver 
(2012) 
No 28 items. Assesses 
resilience across cultural 
contexts. Items rated from  
1 (does not describe me at 
all) to 5 (describes me a 
lot). Higher scores suggest 
higher level of resilience. 
Self-Report Cross-
Cultural 
Youth facing 
a range of 
adversities. 
Aged 13 - 23 
years 
Y Construct validity 
through 
Confirmatory 
Factor Analysis 
(CFA). Good fit 
of  3 latent 
variables 
Internal. 
Cronbach's 
alpha (range 
.65 to .91) 
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Child and 
Youth 
Resilience 
Measure -
Brief 
(CYRM-12) 
Liebenberg, 
Ungar, & 
LeBlanc 
(2013) 
No 12 items. Assesses 
resilience across cultural 
contexts. Items rated from  
1 (does not describe me at 
all) to 5 (describes me a 
lot). Higher scores suggest 
higher level of resilience. 
Self-Report Cross-
Cultural 
Youth facing 
a range of 
adversities. 
Aged 13 - 23 
years 
Y Construct validity 
through CFA 
Satisfactory fit of 
the model 
Cronbach's 
Alpha α = .84 
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Table 3 
 Instruments for the Assessment of General Functioning/Mental Health 
Instrument Author Developed 
before 
2004? 
Description Format Original 
Population 
Designed 
for Youth 
Only? 
Validity Reliability 
Global 
Assessment of 
Functioning 
(GAF) 
American 
Psychological 
Association. 
DSM-III- R 
(1987) 
Y Assesses general 
functioning among adults. 
Clinicians score between 0 
and 100 delineating client's 
level of psychological, 
social and occupational 
functioning. The scale is 
divided in ten equal sections 
with corresponding 
descriptive characteristics 
for each ten point increment. 
Sections corresponding with 
lower scores are suggestive 
of a low level of functioning 
and vice versa for higher 
score bandings 
Clinician-
Rating 
Adults N No validity 
data 
provided in 
manual 
(Piersma & 
Boes, 1997) 
No reliability 
data provided 
in manual 
(Piersma & 
Boes, 1997) 
 
Inter-rater (r = 
.54 to .92) As 
cited in Blake 
et al., 2007 
Children's 
Global 
Assessment of 
Functioning 
Scale (CGAS) 
Shafer et al. 
(1983) 
Y Assesses global functioning 
among children and 
adolescents. Comparable 
scoring system to the GAF 
with increments of 
functioning divided into 
similar bands of ten points. 
Clinician-
Rating 
Children/
Youth 
N Original 
paper 
inaccessible. 
No validity 
data cited in 
Blake et al., 
(2007) 
Inter-rater (r = 
.53 to .93) As 
cited in Blake 
et al., 2007 
Minnesota 
Multiphasic 
Personality 
Inventory -
Adolescent 
Version 
(MMPI-A) 
Butcher et al. 
(1992) 
Y 478 items. Assesses 
psychopathology among 
youth. Large range of 
clinical and supplementary 
scales included. Items rated 
"True/False" 
Self-Report Large 
Normative 
sample of 
Adolescen
ts (14 - 18 
years) 
Y Factor 
structure of 
scale 
outlined in 
manual 
(Butcher et 
al., 1992). 
No other 
validity tests 
at 
Test-Retest 
(range from 
.49 to .84) 
Butcher et al. 
(1992) 
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development 
Assessment 
Checklist for 
Adolescents 
Tarren-
Sweeney 
(2013) 
N 105 items. Assesses 
emotional and behavioural 
difficulties among Looked 
After Adolescents. Based on 
Assessment Checklist for 
Children (ACC; Tarren-
Sweeney, 2007). Assesses 
infrequent high risk 
behaviours and frequent, 
low-risk behaviours 
concurrently. 7 clinical sub-
scales + 2 self-esteem.  3 
point scoring scale from 
"Does not apply" to 
"Certainly applies". Scores ≤ 
24 (Clinical Range) 17 - 23 
(Elevated Range) 
Carer Report Looked 
After 
Adolescen
ts (14 - 18 
years) 
Y Convergent. 
High 
correlation 
with CBCL 
total scores 
for boys (r 
=.90) and 
girls (r = 
.88). 
Discriminan
t (moderate 
r = -.56) 
against 
unpublished 
measure of 
pro-social 
behaviours 
Internal. 
Cronbach’s 
alpha good for 
total clinical 
score (r =.96) 
and composite 
self-esteem 
score (r = .92) 
Test-retest and 
inter-rater not 
examined 
Brief 
Assessment 
Checklist -
Adolescent 
Version 
(BAC-A) 
Tarren-
Sweeney 
(2013b) 
N 20 items. Developed as a 
brief screening tool for 
social or health 
professionals without child 
mental health qualification. 
Same 3 point scoring scale 
as ACA 
Social/Health 
professional-
report 
Looked 
After 
Adolescen
ts (14 - 18 
years) 
Y Convergent. 
High 
correlation 
between 
ACC and 
BAC-A total 
(r =.94) and 
problem 
scores (r 
=0.88) 
Internal. 
Cronbach’s 
alpha (α = .87) 
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Table 4 
Instruments for the Assessment of Other Psychological Constructs 
Instrument Author Develo
ped 
before 
2004? 
Description Format Original 
Population 
Designed 
for 
Youth 
Only? 
Validity Reliability 
Adolescent 
Clinical Sexual 
Behaviour 
Inventory 
(ACSBI-I) 
 
Friedrich, 
Lysne, Sim 
& Shamos 
(2004) 
Y 45 items. Assesses range 
of sexual behaviours 
among adolescents. Scored 
on 3 point  scale, 1 (Not 
true) to 3 (Very True) 
Two 
Versions: 
Self-
Report 
(ACSBI-S) 
Parent-
Report 
(ACSBI-P) 
Adolescent 
Clinical 
Population 
Y ACSBI-S 
Convergent. Moderate 
correlations with Trauma 
Symptom Checklist for 
Children (TSCC) scales 
(range r = .54 to .73) 
 
ACSBI-P 
Convergent. 
Low correlation with TSCC 
scales (range r = .36 to .44) 
 
 
ACSBI-S 
Internal. Cronbach’s 
Alpha (α = .86) 
Test-retest at 1 week 
(r = .74) 
 
 
ACSBI-P 
Internal. Cronbach’s 
Alpha (α = .84) 
No test-retest 
Beck Self-
Concept 
Inventory for 
Youth (BYI-S) 
 
Beck, Beck, 
& Jolly 
(2001) 
Y 20 items. Assesses 
competence and self-
worth. Rated on 4 point 
Likert-style scale from 0 
(Never) to 3 (Always) 
 
Self-
Report 
Adolescent 
normal 
population  
Y Convergent. Moderate 
negative correlation with 
CBCL internalizing subscale 
(range r = -.36 to -.41) for 
total and subscales. 
Internal. 
Coefficient Alpha (α 
= .94). Mean item-
total correlation (r = 
.52) 
Adult 
Attachment 
Interview (AAI) 
George et al. 
(1991) 
Y Assesses adult 
representation of 
attachment through 
questions about general 
and specific childhood 
experiences. Interviews are 
recorded, transcribed and 
coded according to 
discourse quality, content 
and coherence (Main et al., 
2002). Transcripts are then 
classified into one of five 
attachment representation 
Semi-
Structured 
Interview 
 
N Original paper inaccessible.  
Discriminant validity data 
reported by Bakermans-
Kranenburg & van 
IJzendoorn (1993) 
Original paper 
inaccessible.  
Test-retest data 
reported by 
Bakermans-
Kranenburg & van 
IJzendoorn (1993) 
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categories: Autonomous, 
Dismissing, Preoccupied, 
Unresolved or Cannot 
Classify. Transcripts are 
classified as Unresolved if 
participants become 
disoriented when 
discussing loss or trauma 
during the interview.  
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Table 5 
Instruments for the Assessment of PTSD and Dissociative Symptoms 
Instrument Author Developed 
before 
2004? 
Description Format Original 
Population 
Designed 
for 
Youth 
Only? 
Validity Reliability 
Child Behaviour 
Checklist -PTSD 
Wolfe, 
Gentile, & 
Wolfe 
(1989) 
Y 20 items selected 
from the CBCL which 
is a global measure of 
emotional and 
behavioural 
difficulties in children 
and young people. 
Scored on a 3-point 
Likert-Scale 0 
(absent) to 2 (occurs 
often) 
Carer/Parent-
Report 
Sexually 
Abused 
Children and 
Youth (aged 
5 - 16yrs) 
N No validity analyses 
carried out at 
development 
No reliability 
analyses carried 
out at 
development 
Later research 
reported 
Cronbach’s 
Alpha (α = .85) 
as cited in 
Rosner et al. 
(2012) 
Child Behaviour 
Checklist -PTSD 
Dehon & 
Scheeringa 
(2006) 
N 15 items from the 
CBCL. Adapted from 
Wolfe et al. (1989) 
scale 
Carer/Parent-
Report 
Preschool 
children 
who have 
suffered 
multiple 
forms of 
trauma (age 
2 to 5 years) 
N Convergent. 
Moderate correlations 
with parent interview 
(r = .66) and 
internalizing (r = .57) 
and externalizing (r = 
.42) subscales 
Internal. Good 
Cronbach’s 
Alpha (α = .83) 
    
 
Designed 3 scales 
from CBCL items: 
PTSD Scale (7 items) 
PTSD/Dissociation 
Scale (16 items) 
Dissociation Scale (3 
items) 
 
     Child Behaviour 
Checklist -PTSD 
Sim et al. 
(2005) 
N Carer/Parent-
Report 
Child 
community, 
psychiatric, 
and sexual 
abuse 
samples (4-
12 years) 
N CFA suggested 
adequate fit for 
hypothesised 3 factor 
model 
Inter-scale 
correlations moderate 
to good (range r = .51 
to .90) 
Good 
Coefficient 
Alphas (ranged 
α = .70 to .85) 
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UCLA-PTSD 
Reaction Index 
(UCLA-PTSD-
RI) 
Pynoos, 
Rodriguez, 
Steinberg, 
Stuber & 
Friedrick 
(1998) 
Y Assesses exposure to 
traumatic events and 
PTSD symptoms 
according to DSM-IV 
criteria 
Two Versions: 
Self-Report, 
Parent-Report 
Adolescent 
sample with 
varying 
trauma 
experiences 
N Convergent.  
Moderate to good 
correlations with 
TSCC subscales 
(range r = .54 to .75) 
(Elhai et al., 2013) 
Internal.  
Moderate to 
good Coefficient 
Alpha for total 
and subscales 
(range α = .67 to 
.90)  
 
Child PTSD 
Symptom Scale 
Foa et al. 
(2001) 
Y 24 items. Assesses 
PTSD diagnosis and 
symptom severity in 
children and young 
people. 17 items 
correspond to DSM-
IV symptoms and are 
scored from 0 to 3. 
Additional 7 items 
relate to daily 
functioning and 
scored as either 
absent (0) or present 
(1) 
Self-Report Child and 
Adolescent 
sample of 
earthquake 
survivors 
(aged 8 to 
15 years) 
Y Convergent. 
Good correlation 
between CPSS and 
Child Post-traumatic 
Stress Disorder 
Reaction Index (r = 
.80) 
Discriminant. 
Low correlations with 
measures of 
depression (r = .58) 
and anxiety (r = .48) 
Internal. 
Cronbach’s 
Alpha for total 
PTSD symptom 
score (α = .89); 
and subscales 
(range from α = 
.70 to .80). 
Test-retest. 
total symptom 
severity scores 
84% agreement 
between scores 
 
Adolescent 
Dissociative 
Experiences 
Scale (A-DES) 
Armstrong, 
Putnam, 
Carlson, 
Libero & 
Smith. 
(1997) 
Y 30 items. Assesses for 
symptoms of 
pathological 
dissociation. Items are 
scored on an 11 point 
Likert scale from 0 
"never" to 10 
"always". Total score 
is calculated from the 
average of all item 
scores. Mean score ≥ 
4 suggests 
pathological 
dissociation 
Self-Report Adolescents  
(11 to 18 
years) 
Y Original paper 
inaccessible 
 
Original paper 
inaccessible 
Cronbach’s 
Alpha (α = .94) 
as cited in Keck 
Seeley et al. 
(2004). 
  
 
 
Instruments that Assess Resilience/Adaptive Coping. A total of four instruments 
were identified which assess resilient and adaptive behaviours (Table 2).  
 The Solution Focused Recovery Scale (SFRS). Kruczek and Ægisdóttir (2005) 
investigated the SFRS as a tool for assessing adaptive coping behaviour among sexual-abuse 
survivors. Psychometric analyses of the measure among a female adolescent population of 
sexual abuse survivors suggested a three factor structure of Social Engagement, Self-Care, 
and Interpersonal Assertion. Reliability analysis revealed a good alpha level for the entire 
scale (.89), for item-scale coefficients when including shared items (.74 and .87), and those 
that loaded uniquely on a factor (.72 to .85). A lack of positive association between SFRS 
scales and the CBCL (Achenbach, 1991) provided supportive evidence of discriminant 
validity.  
 Vineland Adaptive Behaviour Scales-II. Using the Vineland-II, Becker-Weidman 
(2009) carried out a descriptive study with a sample of looked after and adopted children who 
met the DSM-IV criteria for Reactive Attachment Disorder and Complex Trauma as 
described by Cook et al. (2005). Due to the descriptive nature of the study, only means and 
standards deviations were reported. The total sample displayed an average Adaptive 
Behaviour Composite score of 68, categorised as Low, and an average Maladaptive 
Behaviour Index (MBI) score of 28, categorised as Clinically Significant. Comparison of the 
sample's scores against the normative age-standardised scores gave an average age-equivalent 
score of average 4 years 4 months. This was for the total sample whose ages ranged from 2 to 
18 years (M = 9.9 years).  
 The Child and Youth Resilience Measure (CYRM-28, CYRM-12). The CYRM-28 
was developed with a large sample of youth (N = 1,451) from multiple countries facing a 
diversity of risks (Ungar & Liebenberg, 2011). Liebenberg, Ungar and Van de Vijver (2012) 
explored the factor structure of the CYRM-28 with a smaller sample of multiple service-
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using youth (N = 497) in Canada. They identified a three factor structure of resilience 
components which explained 40% of the total variance. The three subscales had moderate to 
good reliability (range from .79 to .83).  The three subscales comprised factors associated 
with individual resilience (peer support, social skills, personal skills), care giving 
(psychological and physical care giving), and contextual factors (spirituality, education, 
culture). Liebenberg et al. (2012) reported significant differences between gender, visible 
minority status and CYRM-28 scores. 
 Liebenberg, Ungar and LeBlanc (2013) reduced the CYRM-28 to a 12-item brief 
measure for the purpose of gathering large quantities of data via survey. The authors 
performed three iterations of exploratory factor analysis to identify items for retention. The 
final 12 items had an acceptable but moderate level of reliability (α = 0.75). Factor analysis 
resulted in a four factor analysis with loadings between .39 and .84. Finally, using a 
normative youth sample, a confirmatory factor analysis (CFA) was undertaken using a model 
of a single latent variable structure which resulted in a satisfactory fit for all 12 items (α = 
0.84).  
Critical Considerations. The SFRS, CYRM-28 and-12, and the Vineland-II are all 
measures of adaptive coping which have been validated for an adolescent population. 
Although each instrument was evaluated against a sample of adolescents with a history of 
maltreatment, only Krusczek and Ægisdóttir (2005) provided demographic data regarding the 
abuse histories of the sample. The CYRM samples included "multiple-service-using-youth" 
who are supported by mental health, child welfare, education and other services. Although it 
is likely that young people with a history of developmental trauma are in receipt of support 
from multiple services, Liebenberg et al. (2012) and Liebenberg et al. (2013) do not provide 
sufficient demographic data to determine whether their participants met the developmental 
trauma criteria. The demographic data provided for the SFRS suggested that a proportion of 
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the validation sample included single-incident trauma/rape. Without additional demographic 
information there is limited evidence for the utility of this measure with adolescents who 
have suffered sexual abuse in the context of developmental trauma. Although the SFRS was 
designed for a sexual abuse population, the face validity of the subscales developed via factor 
analysis is questionable. The Social Engagement factor included uniquely loading items such 
as "Sleep Ok" (Item 3) and "Stand up for myself" (Item 5). These are not social engagement 
behaviours and conversely did not correlate with Self Care and Interpersonal Assertion, 
respectively, as one would expect. Other items which would be predicted to load onto the 
Interpersonal Assertion factor such as "Able to Look Loved Ones/Friends Straight in the 
Eyes" (Item 17) and Protect Myself Inside and Outside the House" (Item 28), instead loaded 
uniquely onto Social Engagement. With the exception of the SFRS, none of the measures 
were designed for the purpose of assessing adaptive coping or resilience in a developmentally 
traumatised population and therefore may not be specific enough. This is particularly true for 
the broad constructs of resilience measured by the CYRM instruments.  
 The Vineland-II provides useful assessment of adaptive skills by targeting everyday 
behaviours such as expressive language, self-care and relationship interactions. However, the 
descriptive nature of the study limits the conclusions that can be drawn about psychometric 
properties of this measure with developmentally traumatised adolescents. Despite this, 
Becker-Weidman (2009) was the only author in this section to acknowledge the current 
literature on Complex Trauma. He pointed to how subscales of the Vineland-II map onto 
some of the domains of the Complex Trauma diagnosis (Cook et al., 2005). This increases the 
likelihood that this measure could be useful for this population. Finally, compared with the 
other identified studies evaluating resilience measures, Becker-Weidman's sample may be 
most representative of young people with a history of developmental trauma. This is because 
they met the diagnostic criteria for both Reactive Attachment Disorder and Complex Trauma 
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Disorder and therefore would have been displaying many of the behaviours associated with 
DTD. 
 All the instruments measuring resilience would benefit from a thorough assessment of 
discriminant validity with appropriate comparison measures. For example, Kruczek and 
Ægisdóttir (2005) compared the SFRS with the CBCL, which is a parent-rating measure. The 
low or absent correlations between the CBCL and the SFRS may have been confounded by 
low correlation between parent and adolescent reports of behaviour and emotional distress 
(Seiffge-Krenke & Kollmar, 1998). Neither measures of the CYRM were examined for 
discriminant validity during development (Liebenberg et al., 2012; Liebenberg et al., 2013). 
 Of the resilience/adaptive coping instruments, the Vineland-II shows most promise; 
however validation with a larger sample and more rigorous psychometric evaluation is 
required. The SFRS requires further psychometric evaluation with well-defined samples of 
youth, who have a history of developmental trauma or multiple sexual abuse experiences. 
The CYRM measures are not designed for this population, have poor demographic data, and 
measure broad constructs of resilience which may not be useful in a clinical assessment.  
Instruments Measuring the General Functioning/Mental Health. A total of five 
instruments were identified which assess mental health and general functioning (Table 3).  
 Global Assessment of Functioning (GAF)/Children's Global Assessment Scale 
(CGAS). Blake et al. (2007) sought to investigate the inter-rater reliability of both the CGAS 
and GAF using child trauma case vignettes. Clinicians were recruited from a specialist centre 
for the treatment of children with complex trauma and asked to score a range of clinical 
vignettes using GAF/CGAS scoring systems. Vignettes varied in age, gender, and the 
presence or absence of complex trauma history. There were poor levels of inter-rater 
reliability for the complex trauma case vignettes in both the GAF (.33) and the CGAS (.38). 
The clinicians' work experience in years did not significantly impact the results. 
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 The Minnesota Multiphasic Personality Inventory-Adolescent (MMPI-A).
 Murray, Glaser, and Calhoun (2013) aimed to use the MMPI-A to develop a scale for 
the assessment of exposure to childhood maltreatment among juvenile offenders. Archival 
data of psychological evaluations were used for the evaluation. Regression analyses 
suggested that the 17-item model was a moderate to good predictor of trauma group 
classification. The 17-item model accurately classified 75.8% of cases into the correct trauma 
grouping. More cases without trauma history were accurately classified into the no trauma 
group (84.3%) than cases with a trauma history were classified into the trauma group 
(65.5%).  
 The Assessment Checklist for Adolescents (ACA). Tarren-Sweeney (2013) developed 
and evaluated an adolescent version of the Assessment Checklist for Children (ACC; Tarren-
Sweeney, 2007) called the ACA. Detailed information on the development of the instrument 
can be found in Tarren-Sweeney (2013). Factor analysis of ACA scores suggested a seven 
factor structure labelled; Non-reciprocal, Social instability/behaviour, Dysregulation, 
Emotional Dysregulated/Distorted Social Cognition, Dissociation/Trauma Symptoms, Food 
maintenance, Sexual behaviour, Suicide discourse, as well as the original two factor structure 
for self-esteem identified in the ACC. Evidence of internal reliability was found with 
excellent Cronbach’s Alpha scores for total clinical score (.96), total self-esteem score (.92), 
and each of the clinical subscales (range .76 to .90). A split-half reliability test revealed good 
results for total clinical and self-esteem scores (.93 and .88, respectively). Convergent 
validity was evidenced through high correlations of ACA total scores CBCL total scores 
(boys, r = .90, girls, r = .88), and between ACA and CBCL subscales. Some evidence for 
discriminant validity was reported through moderate negative correlations (r = -.56) with the 
Assessment Checklist for Children – Plus (ACC+); a measure of adaptive and pro-social 
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behaviour. Further investigation of external reliability such as test-retest analysis were not 
performed during development.  
 Brief Assessment Checklist for Adolescents (BAC-A). Caregiver-reported scores on 
the ACA from two independent studies were used to develop the BAC-A (Tarren-Sweeney, 
2013b). Items were initially selected based on high correlations with the ACA and CBCL 
total scores and the strength of their factor loadings. The internal consistency of the BAC-A 
was good (.87) and correlation between the BAC-A and the ACA was excellent (.94). 
Moreover, the BAC-A to CBCL total score correlation was also high (.88). A receiver 
operating characteristics analysis identified a cut-off of ≥5 as the optimal level for positive 
identification of children within the clinical range. This point identified 98% of ‘clinical 
range’ cases in ACA scores.  
Critical Considerations. Out of the five instruments of mental health and 
functioning, three were not designed for the purpose of assessing the mental health of 
adolescents with a history of developmental trauma. The CGAS, GAF and MMPI-A were 
originally developed for general assessment of mental health and functioning and only the 
MMPI-A was developed specifically for the adolescent population. On the other hand all the 
studies included in this section investigated an assessment instrument with adolescents and/or 
children with a history of developmental trauma. Each study acknowledged the pervasive 
impact of developmental trauma experiences; one acknowledged that these effects may 
extend beyond PTSD diagnoses (Murray et al., 2013) and two studies (Tarren-Sweeney, 
2013; 2013b) acknowledged the limitations of current standardized instruments in the 
assessment of this population.  
 All measures, with the exception of the MMPI-A, used either clinician or care-giver 
rating format. A benefit of this is that unnecessary distress caused by direct questions in self-
report format is limited. However, only one author acknowledged this when discussing the 
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rationale for the instrument's format (Tarren-Sweeney, 2013b).  The format of the 
CGAS/GAF instruments appears to be the only positive feature of the tools as neither 
approach would be likely to evoke high levels of distress in the client. However, neither tool 
were effective in assessing vignettes of children with developmental trauma. It is highly 
likely that this would remain the case for an adolescent population, but it is important to 
acknowledge that there was only one vignette of a complex trauma presentation over the age 
of 12.  
  The MMPI-A, ACA and BAC-A were designed specifically for the adolescence, 
however both measures are developed to assess specific sub-groups within this population 
(Juvenile Offenders and Looked-after Children). This prevents generalisation to the wider 
population of adolescents with developmental trauma without further psychometric 
evaluation. The results of Murray et al.'s (2013) investigation suggest that the MMPI-A may 
not be an appropriate tool for this population. Although the authors concluded that the overall 
model was a good predictor of trauma-exposure it did not appear to acceptably pass the level 
of accuracy predicted by chance alone. The model had a trauma classification accuracy 
12.2% higher than chance level as opposed to the authors' desired increase of 25%. The 
model made more accurate classifications for the no trauma history cases (84.3%) than 
trauma history cases which questions the clinical utility of this model for a traumatised 
population. 
 The ACA/BAC-A tools appear to be the most valuable of the instruments for 
assessing mental health and general functioning identified by the review. The developmental 
framework within which they were created accounts for normative as well pathological 
behaviours in this age group. Moreover, the author accounts for the current DTD debate 
through the inclusion of post-traumatic stress items alongside behaviours not defined by 
PTSD diagnostic criteria. Both instruments would benefit from further evaluation of external 
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reliability as well as discriminant validity as the ACA was validated against a partially 
developed tool (ACC+; unpublished). Further evaluation of the ACA among developmentally 
traumatised adolescents who are not in out of home care, would identify whether it is 
appropriate for the whole developmental trauma population rather than Looked-after 
adolescents only. 
Instruments Assessing Other Psychological Constructs. A total of three 
instruments were identified which assess other psychological constructs (Table 4). 
 Adolescent Sexual Behaviour Inventory (ACSBI). Friedrich, Lysne, Sim, and 
Shamos (2004) reported that a principal component analysis revealed a five factor structure 
for scores on both the self-report and parent-report versions of the Adolescent Sexual 
Behaviour Inventory (ACSBI-S and ACSBI-P). This model accounted for 37.6% of the total 
variance in scores. The scale was validated with a clinical sample of adolescents with 
emotional and behavioural difficulties. The authors demonstrated moderate to good internal 
reliability for all subscales other than the Fear/Discomfort scale which had a lower alpha 
coefficient in both the parent and self-report version (.39 and .45, respectively). Cronbach’s 
alpha for the ACSBI-S and ACSBI-P were good (.86 and .84, respectively). Both versions of 
the ACSBI showed moderate to good convergent validity with moderate to high correlations 
between expected ACSBI and CBCL subscales. Sexual abuse status had low correlations 
with ACSBI subscales for both the parent and adolescent versions, with the exception of 
Sexual Risk/Misuse which was moderate (.49 for both).  
 Unlike Friedrich et al. (2004), Wherry et al. (2009) reported a three factor-structure 
for the ACSBI with a clinical sample of adolescents which included but was not solely 
comprised of those referred for sexual abuse evaluations. Reliability calculations were 
performed on all items with the exception of the 8 items reported to have been eliminated by 
Friedrich and an additional 10 items. The rationale for excluding the additional 10 items was 
 Page 182 of 209 
 
that they were not endorsed frequently enough for analysis or reliability was increased on 
elimination. The three scales derived from analysis had moderate internal consistency with 
alpha coefficients of .75 (Concerns about Appearance), .63 (Sexual Interest), and .61 (Sexual 
Risk/Misuse. The three factor model accounted for 41.58% of the variance in scores. Wherry 
et al. evidenced reasonable convergent validity by comparing the three ACSBI-S factors 
against scores on the CBCL and The Symptom Checklist (SCL-90-R) subscales. Correlations 
between the ACSBI-S and CBCL were small but in the expected direction (range .23 to .33) 
and small to moderate between the ACSBI-S and SCL (range .27 to .50). 
 The Beck Self-Concept Inventory for Youth (BYI-S). Runyon, Steer, and Deblinger 
(2009) investigated the utility of the BYI-S among a population of sexually abused 
adolescents. The Coefficient Alpha for the total scores was .94 and the mean item-total 
correlation was .52. Analysis of converted T-scores suggested that the majority of the sample 
had low average or much lower than average self-concepts. Factor analysis revealed a two-
factor structure of Self-Esteem and Competency similar to that previously reported with a 
child psychiatric outpatient population (Steer et al., 2005). Both factors had good levels of 
internal consistency with Coefficient Alphas of .88 and .83, respectively. The authors 
evidenced discriminant validity through negative correlation between BYI-S total scores and 
CBCL internalizing and externalizing subscale scores (-.41 and -.25, respectively).  
 The Adult Attachment Interview (AAI). Bailey, Moran, and Pederson (2007) 
evaluated unresolved attachment status defined by the AAI and history of childhood trauma 
among a sample of adolescent mothers. Bailey et al. reported that 37% (N = 23) received an 
Unresolved classification. The remaining participants were classified as Dismissing (37%, N 
= 22) and Autonomous (N = 23). Unresolved participants were further classified as 
Unresolved with regards to; loss (N = 7), abuse (N = 11), and both loss and abuse (N = 4). 
General maltreatment history and a history of sexual abuse predicted Unresolved status for 
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both loss and trauma (multiple abuse experiences) however only general maltreatment 
predicted Unresolved status for trauma alone. Comparisons with the Childhood Trauma 
Interview, revealed that the AAI is more effective at eliciting reports of physical abuse, but 
poorer at eliciting reports of sexual abuse. It was concluded that this was due to the higher 
quantity of behaviourally-phrased probe questions for physical abuse compared with sexual 
abuse.  
  Madigan, Vaillancourt, McKibbon, and Benoit (2012) aimed to build on the findings 
of Bailey et al. (2007) by investigating how a sample of pregnant adolescents (12 - 18 yrs) 
responded to probe questions about childhood maltreatment experiences on the AAI. When 
behaviourally-phrased probe questions about sexual abuse experiences were included, the 
level of reported sexual abuse on the AAI matched that of a self-report measure. 
Approximately 97% of participants who reported sexual abuse experiences were classified as 
Unresolved according to the AAI. Participants with an Unresolved classification had 
significantly higher levels of self-reported dissociation, as measured by the Adolescent 
Dissociative Experiences Scale, than those who did not. However, scores multiple regression 
analyses suggested that General Maltreatment significantly predicted self-reported 
dissociation symptoms to the extent that the association between Unresolved status and 
dissociation became non-significant.  
Critical Considerations. Although each of the instruments summarised in this 
section assess different psychological and behavioural constructs, there are similar design 
limitations across all the evaluation studies. The majority of studies provided insufficient 
demographic information regarding the trauma/abuse experiences of the sample included in 
their study (Friedrich et al., 2004; Wherry et al., 2009; Madigan, et al., 2012; Bailey et al., 
2007). Although Runyon et al. (2009) provided sufficient demographic information regarding 
the sexual abuse experiences of the participants, it would have been valuable to have 
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additional information clarifying whether the participants had other abuse experiences which 
may have confounded the results. This also limits the validated use of the BYI-S to a sexual 
abuse sample only.  
 The outcome of the AAI studies creates questions about the utility of this instrument 
among a population of adolescents with a history of developmental trauma. Regarding the 
AAI, both studies report that without specific probe questions reports of abuse, particularly 
sexual abuse, are low (Bailey et al., 2007; Madigan et al., 2012). This limits the utility of the 
AAI because without direct acknowledgement of the abuse event, an assessment of 
Unresolved status in relation to that experience cannot be made. The limited demographic 
data that was provided suggests that both studies included participants with single and 
multiple-incident traumas, which may have confounded the results. In particular Madigan et 
al. reported higher numbers of single-incident, non-caregiver perpetrated sexual abuse among 
their participants, which suggests the sample did not adequately represent adolescents with 
developmental trauma.  
 Unlike the AAI, the ACSBI and the BYI-S were both developed for use with 
adolescent populations. However, the robustness of the ACBSI is called into question when 
the results of the studies are more closely inspected. Both report differing outcomes of their 
respective factor analyses of either five (Friedrich et al. 2004) or three (Wherry et al., 2009) 
factor structures. Wherry et al. argue this is due to Friedrich et al.'s original validation study 
utilising participants solely referred for sexual abuse evaluations. However, their sample was 
selected from hospital programmes for "patients with emotional and behavioural 
problems...not sexual abuse or sex offender programs" (Friedrich et al., 2004. pp. 242). If 
both studies evaluated adolescent clinical samples with emotional and behavioural difficulties 
and concurrent abuse histories, it is unclear why the results of the factor analysis varied so 
significantly.  
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 Alternatively, the BYI-S shows some promise for differentiating between the 
qualitative levels of self-esteem among adolescents with a history of sexual abuse. Out of the 
90% of participants who scored below average self-esteem, 53 had scores classified as 'lower 
than average' and 37 had scores classified as 'much lower than average'.  This suggests that 
the BYI-S is sensitive enough to discriminate qualitative differences in self-esteem among a 
sample of individuals with primarily below average scores.  
 Regarding the utility of the AAI; the Unresolved classification of the AAI could 
provide useful insight into a client's level of internal incoherence and disorganisation relating 
to abuse and loss experiences. The researchers' use of the AAI also reflects movement away 
from traditional diagnostic classification systems to broader concepts, such as attachment 
status, which may be more useful in future conceptualisations of developmental trauma. 
However, the AAI was originally developed for adults and neither study provided sufficient 
validity or reliability evidence to suggest that an interview developed for assessing 
attachment experiences among adults is appropriate for a population of adolescents who have 
experienced developmental trauma. Finally, neither authors' considered that direct abuse-
probe questions required for coding subsequent narratives would be likely to trigger distress 
and shame among the interviewees. Thus making it a less-than ideal assessment option.  
Instruments measuring PTSD/Dissociation. A total of four instruments were 
identified which assess PSTD/Dissociation (Table 5).  
 Child Behaviour Checklist-Posttraumatic Stress Disorder scales (CBCL-PTSD). 
Rosner, Arnold, Groh, and Hagl (2012) compared the utility of three CBCL-derived PTSD 
scales (Dehonn & Scheeringa, 2006; Sim et al., 2005; Wolfe et al., 1989). Only Wolfe et al.'s 
scale achieved an acceptable level of internal validity (r = .73). There was no significant 
association between a convergent measure of posttraumatic stress symptoms and scores on 
any of the scales. Investigation of sensitivity and specificity using a ROC curve analysis 
 Page 186 of 209 
 
revealed that only Dehon and Scheeringa's scale had the capacity to predict PTSD at a 
significantly different level from chance.  
 Milot et al. (2013) examined Sim et al.'s (2005) three CBCL-PTSD symptom scales 
among a sample of children and adolescents who had suffered from neglect. Evidence for 
convergent validity was also examined, but only with participants under 12 years old, 
therefore this aspect of the study will not be discussed in this review. Milot et al. reported that 
the PTSD and Dissociation scales were correlated but distinct components, with a coefficient 
of r = .56 and items loading well onto their distinct factors. Investigation of the longer 16 
item PTSD/Dissociation Scale revealed two factors rather than the one-factor structure 
suggested by Sim et al. 
 UCLA PTSD Reaction Index (UCLA-PTSD-RI). The psychometric properties of the 
UCLA-PTSD-RI were examined across two successive articles written by Steinberg et al. 
(2013) and Elhai et al. (2013). Steinberg et al. reported excellent internal reliability 
coefficients for total scores (r = .90) and moderate to good coefficients for the subscales 
(range between .67 to .82). The authors reported good convergent validity with subscales of 
the Trauma Symptom Checklist for Children (TSCC) (range .54 to .75) and Coefficient 
Alphas that remained high across genders and ethnic groups. Elhai et al. found evidence in 
support of a five-factor dysphoria model of PTSD which out-performed the 3 and 4 factor 
models previously considered to be representative.  
 The Child PTSD Symptom Scale (CPSS). Gillihan, Aderka, Conklin, Capaldi, and 
Foa (2013) examined the psychometric properties of the CPSS (interview and self-report 
format) among a sample of adolescents with a history of sexual abuse. Both the interview and 
self-report versions of the CPSS were found to have good internal reliability for total score (α 
= .83) and moderate to good reliability for the subscales (range .58 to .71). The instrument 
also performed well on analyses of test-retest, and inter-rater reliability (Table 5). There was 
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good correlation between the interview and self-report versions of the CPSS, but where 
significant differences were identified, the self-report version had the highest-rated item of 
the two.  
  Adolescent Dissociative Experiences Scale (A-DES). Keck-Seeley, Perosa, and 
Perosa (2004) sought to develop the psychometric data for the A-DES by analysing the 
construct validity and reliability of the scale against two samples of adolescents; a clinical 
group who reported a history of sexual abuse and a nonclinical group who reported no history 
of sexual abuse. The authors altered the Likert Scale of the study to a 6-item scale instead of 
11 after consultation with expert clinicians. The Cronbach's alpha for the scale showed 
excellent internal reliability (α = .94). Participants with a history of sexual abuse scored 
higher on the A-DES than those who did not report such experiences. A regression analysis 
revealed the scale was better at predicting clinical group membership (87%) than non-clinical 
membership (68%). Further analysis revealed no significant difference in the average scores 
of clinical participants with or without a diagnosis of PTSD.  
Critical Considerations. All but one of the studies included in this section provided 
demographic information regarding the maltreatment or trauma experiences of their sample. 
Steinberg et al. (2013) provided minimal information regarding proportions of their sample 
who endorsed different trauma experiences. They reported that participants may have 
endorsed more than one trauma type but did not indicate the proportion to which this applied 
or which trauma experiences had multiple ratings. Although a large proportion of Steinberg et 
al.'s sample endorsed abuse or maltreatment experiences, there were also a number of single-
event traumas reported implying that the sample mixed multiple and single-incident trauma 
experiences. The varied sample of Steinberg et al., as well as the limited demographic 
information provided by the other studies, makes it challenging to draw strong conclusions 
about the validity of these measures for an adolescent developmental trauma population.  
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 Only two of the instruments for the measurement of PTSD/Dissociation identified in 
this review were designed specifically for use with adolescents; the A-DES and the UCLA-
PTSD-RI. The remaining instruments, the CPSS and CBCL-derived scales, were designed for 
broader child and adolescent age groups and were not designed for use with a maltreatment 
population. In particular, the CBCL-PTSD scales reviewed by Rosner et al. (2013) were 
developed from a tool for the assessment of general psychopathology among children and 
adolescents, rather than PTSD. The results of the review do not provide support for any of the 
CBCL-PTSD scales that have been developed, however the sample was small and specific 
and so replication with a greater number of participants would be necessary.  
 Despite the fact that every paper in this section aimed to examine a sample which 
included or was solely comprised of adolescents with a form of maltreatment history, only 
Rosner et al., (2012) discussed their results in respect of the complex trauma debate in the 
literature. The remaining papers did not acknowledge current literature or consider how it 
may have impacted their results. This is particularly poignant for the studies of Gillihan et al. 
(2013), Keck-Seeley et al. (2004), and Milot et al. (2013), whose samples comprised 
participants who had experienced sexual abuse or neglect.  
 Other than the UCLA-PTSD-RI the studies examining PTSD/Dissociation assessment 
measures had small, specific samples. This limits the generalisability of the results to a wider 
maltreatment population. The UCLA-PTSD-RI has the most robust sample size and statistical 
analysis, however it is a tool for the assessment of PTSD across a broad number of traumas. 
It is not designed specifically for a maltreatment population and does not account for other 
emotional and behavioural difficulties that this population may face. Therefore it should not 
be used as a stand-alone assessment tool.  
Discussion 
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 The results of this review suggest that since 2004, few assessment tools have been 
investigated to a sufficiently high standard to be appropriate for a population of adolescents 
who have suffered developmental trauma. The majority of studies in this review utilised 
samples that were demographically ill-defined, too small, or too specific (e.g. participants 
who reported one form of abuse). The predominant use of sexual abuse samples has meant 
that there are a number of assessment tools that could be recommended for use with 
adolescents with a history of sexual abuse (SFRS, BYI-S, CPSS and A-DES). However, 
clinicians must use caution when considering these instruments due to the numerous studies 
that failed to distinguish whether the scale would be appropriate for victims of single or 
multiple-event sexual trauma. Further validation is required before these scales can be used 
reliably in the assessment of adolescents with abuse-experiences other than sexual abuse. Due 
attention must also be paid to the fact that different forms of abuse rarely occur in isolation 
from others (Dong et al., 2004), highlighting even further the importance of detailed 
demographic information for the validation of these instruments.  
The Developmental Context. The need for a developmentally appropriate 
conceptualisation of the impact of maltreatment has long been discussed in the literature 
(Cichetti & Toth, 1995). This review identified a number of instruments developed and 
validated for the adolescent age-group. There is strong consensus in the literature of a 
statistically significant risk between childhood maltreatment and developmental deficits 
(Thorberry, Ireland, & Smith, 2001). However, it is important that measurement of such 
emotional and behavioural delays are given appropriate developmental consideration 
(Downs, 1993). The timing of abuse experiences has been associated with discrete symptom 
profiles among children and adolescents (Keiley, Howe, Dodge, Bates, & Petit, 2001; 
Thornberry et al., 2001) and in later adulthood (Thornberry, Henry, Ireland, & Smith, 2010).  
Advances in the field of neuropsychology provide support for this through identification of 
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volume changes to specific regions of the brain dependant on the timing of abuse experiences 
(Andersen, et al., 2008; DeBellis et al., 1999). This is likely to lead to differential areas of 
deficit or multiple areas depending on the timing of abuse experiences. Adolescents with 
complex abuse histories spanning a number of years are at the greatest risk of pervasive 
deficit. Maltreatment occurring in multiple developmental periods increases the risk of 
developing internalising and externalizing problems and lower IQ compared with incidence 
in one developmental period (Jaffee and Maikovich-Fong, 2010). Therefore, when assessing 
the impact of developmental trauma on children and adolescents, utilising measures 
developed and validated for specific developmental periods is prudent. The results of this 
review suggest that adolescent samples are being examined distinct to child samples for 
certain psychological constructs (self-esteem, sexual behaviour, resilience and attachment). 
For the assessment of mental health and PTSD, adolescents were predominantly grouped 
with children as young as seven years old (Blake et al., 2007; Elhai et al., 2013; Steinberg, et 
al, 2013). Through the development of the ACA, Tarren-Sweeney (2013) highlighted that 
without a developmental framework, age-appropriate behaviours among children and 
adolescents may be inappropriately pathologised. The author also identified that expression 
of behavioural and emotional difficulties within the maltreated population varies between 
developmental levels. Many studies identified in this review included samples of adolescents 
in restricted age groups (e.g. 14 - 18 years), or those which crossed into other developmental 
periods (e.g. up to 22 years; Liebenberg et al., 2013). The design of these studies suggests the 
authors did not consider the impact of developmental stage in their investigation. However, 
this may also be due to the lack of age-specific assessment tools currently available to 
researchers in the field since many of the tools included in this review were validated for a 
wide age range spanning from early childhood into early adulthood.  
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The Developmental Trauma Debate. The literature suggests that children and 
adolescents who have suffered developmental trauma experiences and frequently obtain 
multiple diagnostic labels within services (Copeland, et al., 2007). One explanation for this is 
that the current classification system does not provide a unifying symptom cluster for this 
population (D'Andrea et al. 2012). This was not reflected in the results of this review which 
identified a number of instruments designed to assess specific psychological or behavioural 
constructs (e.g. sexual behaviour or self-esteem) rather than diagnostic criteria of the DSM-
IV or V.  This is with the exception of instruments assessing for PTSD which were 
confounded by mixed demographic samples. It appears that over the last 10 years research 
into assessment tools for maltreated populations has begun to move away from traditional 
diagnostic approaches towards other psychosocial constructs which may be of clinical 
relevance. However, it is important to note that only a handful of authors in this review 
acknowledged the developmental trauma literature or the need for broader conceptualisation 
of maltreatment experiences beyond current diagnostic criteria (van der Kolk, 2005). As 
such, the looked after children's literature appears to be at the forefront of experimental 
investigation into the developmental trauma debate. All but two studies (Bailey et al., 2007 & 
Murray et al., 2013) acknowledging the arguments of the developmental trauma literature, 
utilised looked after and/or adopted participants. The lack of awareness of the wider debate 
within the literature is arguably reflected in the poor level of maltreatment demographic 
information provided by most studies. The combination of participants with single- and 
multiple-traumas in samples suggests that authors do not consider cumulative trauma to be 
uniquely detrimental (Briere, Kaltman, & Green, 2008) despite research suggesting multiple- 
and single-trauma experiences result in different trauma symptomatology profiles (Green et 
al., 2000; Jonkman, Verlinden, Bolle, Boer, & Lindauer, 2013). Despite qualitatively distinct 
outcomes of children who experience interpersonal trauma and abuse versus road traffic 
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accidents and natural disasters (Cook et al., 2005) this review suggests that researchers 
continue to group participants together under an all-encompassing 'trauma' label, with little 
consideration of the type, frequency or developmental context within which the experience 
occurred. Future studies need to provide detailed demographic data so that instruments' 
validation population is clearly defined and subsequent generalisation to maltreatment 
populations is appropriate.  
The Assessment Checklist for Adolescents. Even without adequate validation data, 
the review highlighted an over-reliance on measures designed for existing clinical 
populations. Very few standardised measures were identified that were designed for use with 
this population, a weakness that has previously been highlighted in the literature (DeJong, 
2010; Tarren-Sweeney, 2013). The ACA was the only measure which adequately 
encapsulated the pervasive effects of developmental trauma experiences that have been 
observed and documented by clinicians and researchers in the field (Cook et al., 2005; 
DeJong, 2010; Octoman, McLean & Sleep, 2014; Van Der Kolk, 2005). The ACA was 
developed for adolescents in out-of-home placements who are likely to represent the 
extremity of the maltreatment spectrum (DeJong, 2010). Looked After Children are highly 
likely to have experienced multiple forms of abuse, abandonment and general maltreatment 
(Browne & Lynch, 1999) which mirror the multiple chronic traumas argued to precede DTD 
(van Der Kolk, 2005). Nevertheless, this population also experiences a number of adversities 
that may not have been experienced by a DTD population such as loss of both biological 
parents and siblings, removal from their biological home and multiple placement transitions 
increasing their risk of poor mental health (Newton, Litrownik, & Landsverk, 2000). Looked 
after children have significantly higher levels of mental health problems than socially 
disadvantaged children living in private households (Ford, Vostanis, Meltzer, & Goodman, 
2007), highlighting the unique role of looked after status in poor mental health outcomes. 
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Although the experiences of the looked after population qualify them for inclusion in the 
DTD framework, the severity of presentations used to develop items of the ACA could make 
it an unsuitable measure for use with maltreated adolescents with no experience of the care 
system. Further validation is required to support the use of this measure with adolescents with 
maltreatment experiences who live in their biological homes.  
Instrument Format. The instruments in this review varied in respondent format 
from self-report, parent-report to semi-structured interview. All but one study (Tarren-
Sweeney, 2013) failed to acknowledge the impact of the self-report or interview format on 
this population despite  two acknowledgements of disorientation, distress or drop-out of 
participants as a result of the interview format (Madigan et al., 2012; Rosner et al., 2012). 
The assessment process may be particularly distressing to adolescents who experience high 
levels of shame as a result of their experiences (Hughes, 1997). Children who have suffered 
physical abuse experience shame following evaluative tasks (Bennet, Sullivan & Lewis, 
2005), which could be likened to clinical assessment. Tarren-Sweeney acknowledges that 
parent/caregiver formats prevent unnecessary distress to young people, particularly regarding 
questions about behavioural or emotional difficulties. Lanktree et al. (2012) reported 
divergent scores on a trauma measure from children and parent scorings and recommended 
using multi-informant assessment methods with maltreated populations. Therefore, it is 
suggested that clinicians use discretion when gathering assessment information through direct 
methods such as self-report instruments.  
Strengths and Limitations. This review utilised a rigorous, systematic search 
methodology with clear inclusion-exclusion criteria and a defined time frame suggesting it 
meets a high standard of quality criteria. The results build on the previous review by Strand et 
al. (2005) by examining instruments appropriate for young people over the age of 12 years. 
This review examined assessment tools that measure the impact of maltreatment experience 
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rather than screening for the presence or absence of an abuse experience and therefore 
provide greater clinical utility. Furthermore this is the first review to examine assessment 
tools against the current DTD literature. This expands on previous reviews which have been 
restricted to instruments assessing for specific diagnostics symptom clusters such as PTSD 
and dissociation (Strand et al., 2005).  
 The limitations of this review are that studies were restricted to those published in 
America, Europe, Australia, New Zealand and Canada. As such cross-cultural validation 
studies or those written in a Non-English language were not included in the review.  
Conclusions. This review highlighted a number of instruments which could be used 
in the assessment of adolescents with developmental trauma but methodological flaws 
prevent their generalisability. Despite many studies failure to account for the developmental 
trauma debate; the recent development of the ACA reflects a positive step towards the 
holistic assessment of adolescents with developmental trauma. Future research should 
validate these measures with well-defined samples and develop more tools to assess the range 
of pervasive difficulties within an appropriate developmental context.  
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Summary of Clinical Experience 
 
As part of my PsychD Clinical Psychology training I have completed five placements 
in NHS services across the South of England. My placements have given me experience 
working across the lifespan in a range of therapeutic modalities and within a number of 
specialist clinical services. 
My first placement was a year-long adult working age placement split between an 
Assessment and Treatment Service (ATS) and an Assertive Outreach team (AOT). My role 
within the ATS was to provide outpatient psychological therapy to working age adults as part 
of a multi-disciplinary community service. In this I carried out comprehensive psychological 
assessments of adults presenting with severe depression and anxiety who had a range of 
complex risk issues including historic substance misuse, suicidality and relational 
complexities. I was involved in providing integrated therapeutic interventions drawing on 
CBT, Systemic, Mindfulness and Psychodynamic Theories and approaches. I also carried out 
two neuropsychological assessments on adults with low mood and anxiety using a range of 
neuropsychological tests including the WAIS-IV and WMS-IV. I co-facilitated a 20 sessions 
STEPPS group programme based on CBT and Schema Therapy for adults with a diagnosis of 
Emotional Intensity Disorder. Within the AOT I worked as part of a multi-disciplinary team 
providing outreach-based community care for adults with severe and enduring psychosis who 
were known to services to be difficult to engage. My role in this service included building 
therapeutic relationships with clients and learning to use engagement as a therapeutic tool. I 
was involved in developing complex formulations for these clients and finding creative ways 
of providing interventions based on psychologyical theories including CBT for Psychosis, 
Systemic, Attachment and Psychodynamic. I provided teaching to the AOT on understanding 
of attachment in Psychosis.  
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My second placement lasted 6 months and I was split between an inpatient service for 
adults with learning disabilities and challenging behaviour and a community service for 
adults with learning disabilities. In the inpatient service I used a Positive Behaviour Support 
framework to provide staff consultation, formulation and care planning. I completed 
neuropsychological assessments of clients with very complex needs, one of whom was non-
verbal. I completed a sexualised behaviour assessment and formulation. I faciliated a weekly 
emotional literacy group for adults with Autism. I completed a range of functional 
assessments and participated in a PBS workshop at the local psychology conference. In the 
community service I was involved in the assessment and formulation of clients living in 
residential services, offering psychological consultation to residential staff and engaged in 
risk assessment and safeguarding procedures. I also participated in a fortnightly 
psychodynamic supervision group.  
My third placement was for 6 months in an outpatient Child and Adolescent Mental 
Health Service (CAMHS). In this placement I held a caseload of children and young people 
between 11 and 18 years of age. I offered 1:1 psychological therapy to young people with a 
range of complex mental health presentations including Eating Disorder, Anxiety, OCD, 
Depression, Chronic Fatigue. I worked one morning a week in the Family Therapy for Eating 
Disorders clinic as a member of the reflecting team. I provided teaching to the MDT on a new 
assessment tool for developmental trauma and was involved in safeguarding and risk 
management procedures for clients on my caseload.  
My fourth placement was for 6 months split between a Living Well with Dementia 
Service, Older Age Mental Health Service and a Memory Assessment Service. Within the 
Living Well With Dementia service I carried out assessment and formulations of adults with 
a diagnosis of dementia and additional complexities such as health or behaviour challenges. 
This work inolved high levels of systemic working with the MDT and carers. I provided 
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psychodynamically informed interventions to adults with dementia. In the Older Age Mental 
Health Service I worked with adults over 65 years who presented with depression and anxiety 
drawing on a range of psychological therapies. As part of the memory assessment service I 
was involved in the Dementia Diagnosis pathway by providing neuropsychological 
assessment of memory and cognitive functioning for adults for whom there was a suspected 
dementia. I co-facilitated a well-being group for carers of adults with dementia which was 
based on CBT, Mindfulness and Self-Compassion theories. 
My final placement was for 6 months in a specialist Looked After and Adopted 
Children's Service. I offered a range of therapeutic interventions including carer and network 
consultations and individual therapies drawing on attachment and trauma-informed theory. I 
offere carer consultation to foster carers and adoptive parents of children with a range of 
complex early life histories and behavioural presentations. I worked alongside my supervisor 
providing consultation to keyworkers and reflective practice sessions for a staff team in the 
local residential children's home for adolescents with high levels of complex risk and 
behavioural challenges. I worked 1:1 with looked after young people who presented with 
high level of anger, emotional dysregulation and sexualised behaviour. I completed a 
neuropsychological assessment of a looked after young person with suspected executive 
functioning difficulties. The placement required a high level of systemic working due to the 
wide multi-agency systems that surround Looked After Children. I also had the opportunity 
to work with a team who were going through organisational change.  
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PSYCHD CLINICAL PROGAMME 
TABLE OF ASSESSMENTS COMPLETED DURING TRAINING 
 
Year I Assessments 
ASSESSMENT TITLE 
WAIS-III Short report of WAIS-III data and practice 
administration 
Service-Related Project An Investigation into Carer Satisfaction with an 
Assertive Outreach Service 
Practice Case Report A Individualised Assessment and Formulation of a 57 
Year old Female with a History of Trauma and 
Psychosis Presenting with Depression and Anxiety. 
Problem Based Learning 
– Reflective Account 
PBL Reflective Account 
Major Research Project 
Literature Review 
A Systematic Review of Assessment Tools for 
Adolescents with a History of Developmental Trauma 
Adult – Case Report 1 A Cognitive Behavioural Intervention for a Woman 
Presenting with Low Self-Esteem  
Adult – Case Report 2 A Cognitive Behavioural Intervention for a Man 
Presenting with Obsessive Compulsive Disorder and 
Perfectionism 
Major Research Project 
Proposal 
Major Research Project Proposal  
 
Year II Assessments 
ASSESSMENT TITLE 
Professional Issues 
Essay 
Traditional treatments for psychological problems in 
people with learning disabilities has tended towards 
behavioural management, skills training and medication. 
How in contrast might you go about promoting greater 
attention to psychological health and wellbeing for those 
with a learning disability? 
Problem Based 
Learning – Reflective 
Account 
A Reflective Account of the Problem-Based Learning 
Task: ‘The Process of Change’. 
People with Learning 
Disabilities/Child and 
Family/Older People – 
Case Report 
A Neuropsychological Assessment of a 19 year old man 
with a history of complex trauma 
Personal and 
Professional Learning 
Discussion Groups – 
Process Account 
A Reflection on Group Process of a Small Professional 
Development Group: Competition, Leadership, and 
Change.  
People with Learning 
Disabilities/Child and 
Family/Older People – 
Oral Presentation of 
Clinical Activity 
‘Because I’m more powerful than the worried thoughts’: 
Integrating Narrative Approaches into CBT interventions 
with Children 
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Year III Assessments  
ASSESSMENT TITLE 
Major Research Project 
Empirical Paper 
The Assessment of Mental Health in Looked After 
Adolescents: An Exploratory Study of the Brief 
Assessment Checklist for Adolescents 
Personal and 
Professional Learning – 
Final Reflective 
Account 
On becoming a clinical psychologist: A retrospective, 
developmental, reflective account of the experience of 
training 
Child and 
Family/People with 
Learning 
Disabilities/Older 
People/Specialist – 
Case Report 
A Brief Psychodynamically-Informed Intervention for an 
Older Woman with a Diagnosis of Alzheimer’s Disease 
and Persistent Head Pain.  
 
